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LEUCOCYTOSIS OF THE SPINAL FLUID 
IN THE DIAGNOSIS OF MENINGITIS.* 


Cuas. E. Perkins, M. D., F. A. C. S. 
NEw YorK. 


I desire to present a few observations and refer 
to several cases, bearing upon the value of the 
count, numerical and differential, of the spinal fluid 
cells, as furnishing evidence in the diagnosis ‘and 
management of various complications of purulent 
otitis media. 

The spinal fluid normally contains somewhat un- 
der ten cells to the cubic mm., and these are lymph- 
ocytes with perhaps an occasional endothelial cell. 
There should be no polymorphonuclear cells. A 
rather large number of diseases are capable of in- 
creasing the number and changing the character of 
these cells. Nevertheless when, following a purulent 
middle ear process, one has clinical evidence of, or 
has reason to expect, meningeal involvement, the 
change in the kind and number of leucocytes of the 
fluid obtained by lumbar puncture, in conjunction 
with certain chemical tests, affords valuable evi- 
dence. In such cases, however, if syphilis is ex- 
cluded, one’ seldom will make a mistake in attrib- 
uting the leucocytosis to the process complicating 
the otitis media. 

Considered from an otological standpoint, the 
presence of an increased leucocyte count with sub- 
stantial polymorphonuclear percentage, indicates that 
an inflammation exists either within the meninges 
themselves or in their immediate proximity. 

It is evident that if the subdural space has be- 
come generally infected one of the products of in- 
fammation, that is pus, will be found in the cerebro- 
spinal fluid. In the first stages the cell count will be 
low and will mount more or less until, as death ap- 
Proaches, it may be well into the thousands. The 
polymorphonuclear percentage also increases, to 
above 90 per cent. in some instances. If, however, 
the process becomes circumscribed, the cell count 
will not mount so rapidly unless the barrier ad- 
hesions give way and the process becomes general. 
The fact that the meningitis can become circum- 
scribed, although quite extensive, accounts for some 


feported instances of death from meningitis, veri- 


*Read before Otological Section. 


May 10th, 1918. N. Y. Academy of Medicine, 


fied post mortem, with normal spinal fluid. Thus 
the process has been sufficiently extensive to result 
in a fatal termination from changes in the brain 
cortex, absorption of toxins, etc., without extend- 
ing to the spinal system or allowing the products of 
inflammation to reach the lumbar enlargement. 

In the other group of cases, the inflammatory 
process is in immediate proximity to the cerebro- 
spinal spaces, which may not be invaded by bac- 
teria. Leucocytes may migrate into the spinal fluid 
as they do into the tissues in the neighborhood of 
any severe inflammation. This explanation, I be- 
lieve, accounts satisfactorily for many of the cases 
of so-called serous meningitis which we observe. 
As the serum also finds its way along with the white 
blood cells into the cerebro-spinal fluid, it is cus- 
tomary to find in these patients a positive serum 
globulin test. As instances of processes which may 
bring about this condition may be mentioned brain 
abscess, extradural abscess, sinus thrombosis and 
labyrinthitis. 

In brain abscess the increase in cells and the 
amount of cerebro-spinal fluid undoubtedly is often 
caused by the approach of the abscess cavity to the 
cerebral cortex. This allows the migration of white 
blood cells and the transudation of serum into the 
cerebro-spinal spaces. This will especially occur 
in non-capsulated abscesses, and in those in which 
there are no limiting meningeal adhesions. In ab- 
scesses of the brain substance other factors doubt- 
less may be responsible for the leucocytosis and 
increase of spinal fluid. If the abscess approaches 
the lateral ventricle—all located in the temporo- 
sphenoidal lobe are almost of necessity in proximity 
to the ventricle—the above process may affect prim- 
arily the fluid within this cavity, and secondarily 
the general cerebro-spinal fluid through the canal 
system of the ventricles. That is, from the lateral 
through the foramen of Monroe to the third, the 
aqueduct of Sylvius to the fourth, and out through 
the foramen of Majendie. Moreover, it is not at 
all impossible that the abscess itself may produce 
an effect upon the choroid plexus in the ventricle 
of the side involved, and as these structures are 
generally recognized as being connected with the 
production of the cerebro-spinal fluid, it is in no 
way unreasonable to suppose that this sort of in- - 
volvement of the ependyma might result certainly 
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in the increase of the fluid, perhaps also in the 
amount of its cellular constituent. 


In connection with the canal system of the ven- 
tricles, a fact may be called to your attention which 
is not at all new, and that is that a cerebellar abscess 
may cause sufficient pressure upon the posterior 
part of this system to prevent the drainage of the 
lateral ventricles, thus producing a sort of internal 
hydrocephalus. In one patient, in whom the symp- 
toms were obscure but evidently pointed to a brain 
abscess, exploration of the temporo-sphenoidal lobe 
gave exit to fluid under marked pressure, the ven- 
tricle being entered at much less depth than normal. 
This led to the recognition of the location of the 
primary process and the evacuation of a cerebellar 
abscess. 


In inflammation adjacent to and involving the 
external layers of the dura, which later extend to 
the meninges, there is often no doubt a stage of vary- 
ing length, while the products of inflammation are 
escaping into the subdural space, which antedates 
the invasion of this space by the bacteria causing 
the process. In this stage there may be found in 
the spinal fluid the serum globulins in abnormal 
amount, or besides these in increased leucocytosis. 
Meningitis recognized in this stage responds to 
treatment. A case among several in illustration 
may be cited: 


The patient, a girl about seven years of age, was 
under the care of Dr. Bowers at St. Luke’s Hos- 
pital. She had symptoms of meningitis with spinal 
fluid showing a cell count well into the thousands 
to the cubic m.m. <A mastoid operation with the 
evacuation of a large extra-dural abscess resulted 
in recovery. If, in such patients, after evacuating 
the extra-dural abscess, there in no improvement 
after twenty-four or forty-eight hours, and espe- 
cially if the spinal fluid culture should be positive, 
incision of the dura doubtless offers the best pros- 
pect of any interference. 

As illustrating the effect of an infective focus in 
the venous sinuses, I may allude to a case of Dr. 
Kahn’s which was reported before this Section 
last winter, and which, so far as I know, is unique. 

The patient, an adult male, had a mastoid oper- 
ation and jugular resection. The sinus was ex- 
plored, free bleeding obtained from below, but the 
upper end for some reason was not interfered with, 
leaving this clot in situ. He did very well for 
three or four days, when symptoms of meningitis 
developed—headache, delirium, fever, etc. The 
spinal fluid taken at that time was reported upon by 
Dr. Dixon as follows: “Spinal fluid-pus,” so great 
was the number of leucocytes, and yet this patient 


made a complete recovery upon removing the clot 
which had been left in the torcular end of the 
sinus. Notwithstanding this apparent exception, 
I believe it is a rule that the greater the cell count 
and the higher the polymorphnuclear percentage, the 
more serious is the condition. The exception in this 
case was perhaps due to the thinness of the internal 
wall of the sinus, which allowed the migration of 
leucocytes in enormous numbers. Why bacteria 
did not also escape and institute a general meningi- 
tis seems to be a stroke of fate, fortunately of the 
beneficent kind. 


The labyrinth, as is well known, offers the most 
frequently travelled route for infection from the 
middle ear to the meninges. The question naturally 
arises if there may not be, in many instances, a 
period after the development of a purulent labyrin- 
thitis and before general bacterial invasion of the 
meninges, when the spinal fluid will show the im- 
minence of this occurrence. If so, it would be of 
paramount importance from the standpoint of treat: 
ment, as it represents the latest point of time in 
which we can reasonably hope that operative inter- 
ference will be successful. I do not wish to be 
understood to advise postponement of the labyrinth 
operation until there is a leucocytosis of the spinal 
fluid. But if -one chooses to adopt the so-called 
“conservative” treatment of purulent labyrinthitis, 
in the hope that it will pass into the latent stage and 
cause no more trouble, one surely should not wait 
after the spinal fluid begins to show changes, al- 
though to be fair I will later refer to a case pointing 
otherwise. First, however, I desire to refer briefly 
in two cases bearing upon the leucocytosis associated 
with labyrinthitis: 

An adult male, upon whom I performed a rad 
cal operation, developed purulent labyrinthitis on 
the following day, with total deafness, nystagmus, 
vertigo, etc. The spinal fluid taken fourteen hours 
after the onset of the vertigo and nystagmus, 
showed a cell count of 145, the polynuclear cell 
percentage above 60. Labyrinth operation with 
opening of the internal auditory meatus and te 
moval of the modiolus was done a few hours later. 
The patient lived ‘and is alive today after more 
than two years—a healthy man although minus the 
function of one ear. The culture and complement 
fixation test for syphilis were both negative. 


Another patient, whose case I propose to report 
in full later, had all of the symptoms of meningitis 
following a purulent labyrinthitis of about a month's 
standing. Examination of the spinal fluid showed 
15 leucocytes, with a few polymorphonuclear cells. 
On the following day the laboratory report was 
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512 cells with polynuclear percentage of about 60. 
Labyrinth operation and decompression cleared up 
the meningitis, although the patient died four 
months later with obscure symptoms of some intra- 
cranial lesion. His spinal fluid, however, remained 
normal to the end. I felt that my operation in 
these two patients was timely and well adapted to 
the requirements, and I still feel so, notwithstanding 
the following case: 

Following a radical operation there developed a 
purulent labyrinthitis with an abnormally high cell 
count of the spinal fluid, with a substantial poly- 
morphonuclear percentage, and although no opera- 
tion was done the patient recovered. This case 
evidently shows that it is possible, even after the 
spinal fluid has shown a meningeal reaction to an 
offending labyrinth, for the process to become 
walled off by barrier adhesions and pass into a 
quiescent or latent stage. To postpone the opera- 
tion of labyrinthectomy, expecting such an outcome 
in an instance of this kind, is, however, the very 
absurdity of conservation. 

We thus see that the leucocyte count of the 
spinal fluid is able to give us early information con- 
cerning a patient in whom we are fearing the onset 
of meningitis, and that at a time when treatment of 
a surgical nature may be undertaken with a pros- 
pect of success. Whether or not the determination 
of the presence, number, or percentage of the poly- 
morphonuclears alone would do this I am unable to 
say. I do know, however, that through many years 
the reports from the laboratory have come in the 
form of the total count, together with the poly- 
morphonuclear percentage, and that I have found 
these reports very satisfactory and would not readily 
forego the information gained from the total count. 
From this one forms an idea of the intensity of 
the process, and as the disease progresses the count 
offers a good, if not the best, indication of its favor- 
able or unfavorable tendency. This does not hold 
true if fluid for the purposes of medication has been 
injected into the lumbar sac. Serum or other liquid 
Preparations tend to dilute the spinal fluid, and on 
a subsequent puncture the leucocyte count may be 
less, although the disease is progressing unfavor- 
ably. 

The report on the cells in conjunction with the 
tesult of the globulin test comes very soon after 
the fluid is withdrawn, and operation may be in- 
stituted without waiting twenty-four or more hours 
for the report of the culture, which may or may 
not be positive in a case of purulent meningitis. 

I have had two patients, whose meningitis ran to 
a fatal termination, one confirmed by autopsy, the 
other with a typical history, in neither of whom did 
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the spinal fluid give a positive culture, although 
numerous specimens from each were cultivated. 

The greatest difficulty often arises in making a 
cell count of the spinal fluid that will be of value 
when there is admixture of blood. In an instance 
of this sort the test for the globulin is, of course, 
strongly positive, and one usually relies on the cult- 
ure. Two instances in this connection may be 
mentioned. 

In the first, the diagnosis of meningitis was veri- 
fied by autopsy. Clinical history obscure. Blood 
in spinal fluid from three punctures made at in- 
tervals. Fehlings positive. Culture negative. Dr. 
Dixon thought the fluid obtained at the first punct- 
ure showed leucocytes out of proportion to the red 
blood cells as found in the patient’s blood. 

In the second, the patient was convalescing from 
meningitis when a temperature of 103 deg., with 
severe headache, influenced me to have the spinal 
fluid taken. Blood was drawn with the fluid. After 
comparing the differential count of the fluid with 
that of the patient’s blood, I concluded that those 
symptoms were not caused by a recrudescence of 
the meningeal process, and subsequent progress of 
the case established the accuracy of this opinion. 

In conclusion I would say that one should always 
be on the lookout for other diseases which give a 
leucocytosis of the spinal fluid, especially syphilis 
in its various forms. All laboratory reports should 
be considered as aids to clinical observation. 
Viewed in this light, I regard the cell count of the 
spinal fluid, with the determination of the poly- 
morphonuclear percentage, as one of the most im- 
portant laboratory aids in the diagnosis and man- 
agement of meningitis. 


HookworM 

Hookworm disease has long been known in the 
mines of Wales, Germany, Netherlands, Belgium, 
France and Spain, and in the United States has 
been reported from mines in Nevada, North Caro- 
lina, Tennessee, Kentucky, West Virginia and Cal- 
ifornia. Since no complete survey of the mining 
regions of the United States has been made, it is 
very probable that hookworm is’ also present in 
other states besides those mentioned. Effective 
campaigns against hookworm disease in mining re- 
gions have been carried on in a number of European 
countries. Germany reduced the infection in 30,000 
miners in ten years from more than 30 per cent to 
less than 1 per cent. California is the only state in 
the United States which is carrying on an organized 
campaign against hookworm disease among miners. 
—C. A. Kororp, in Bulletin California State Board 
of Health. 
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BLOOD TRANSFUSION WITH A CONSID- 
ERATION OF ITS INDICATIONS 
AND LIMITATIONS. 


VINCENT ANTHONY Lapenta, A. M., M. D. 
INDIANAPOLIS, INDIANA. 


The marvelous results obtained by blood trans- 
fusion in cases of acute anemia with impending 
death, following hemorrhage due to pathologic 
erosion of vessels or operations, have stimulated 
the hope that in this procedure we would have a 
therapeutic weapon of immense power, in many 
important diseases. 

The therapeutic possibilities of transfusion in 
such diseases as progressive pernicious anemia, 
the leukemias, pulmonary tuberculosis, typhoid 
fever, cancer, etc., were soon magnified; and a 
large number of transfusions have been performed 
the world over, for the most varied indications, 
ranging from hemorrhage to tuberculous arthritis 
and from jaundice to pale cheeks. It is not to be 
forgotten that much of this transfusion furore took 
place before many facts had been established about 
the compatibility of bloods, and it may be surmised 
that many deaths and other unfavorable results 
must have occurred before the relations of blood 
groups began to be understood. 

Before considering the methods of blood trans- 
fusion, I shall briefly discuss its therapeutic in- 
dications and limitations, and close with a brief 
discussion of the relative value of the methods in 
vogue. 

Blood transfusion in the treatment of acute 
anemia and hemorrhages. It is impossible to deny 
the marvelous results of transfusion in these con- 
ditions. The procedure has been equally satisfac- 
tory in shock following hemorrhage, and in the 
hemorrhagic diathesis. If the transfusion in these 
cases is made with blood of the same group as the 
patient, the transfused blood may assume the 
physiologic functions of gaseous interchanges, of 
nutrition and elimination, but full scientific con- 
firmation of this fact is yet to be obtained. As to 
its employment in the hemorrhagic diathesis, or for 
the control of hemorrhages in general, I feel in- 
clined to dismiss the subject with the statement that 
transfusion is both unnecessary and unwarranted, 
when we consider the uniformly marvelous re- 
sults obtained from the employment of normal 
horse serum, or better still from the active hemo- 
static principle isolated from serum. Transfusion 
therefore in the treatment of hemorrhage is to be 
considered when neither a fresh serum nor a co- 
agulating agent of value is immediately obtainable. 


The obvious advantage of such agents over trans- 
fusion needs no further affirmation. 

Transfusion has been satisfactorly employed in 
cases of poisoning by illuminating gas and carbon 
monoxide. In these cases much hemoglobin js 
destroyed by the formation of C O methemoglobin. 


Crile,t has resuscitated by transfusion several 
patients practically dead from these causes. 

Transfusion has been largely employed in the 
treatment of several infectious diseases, namely, 
scarlet fever, septicemias. Though there have been 
reports of improvement, I can give very little en- 
couragement to this practice. Whatever may be 
gained by transfusion is certainly surpassed by our 
other modern therapeutic measures. 

Delbet? and Lilienthal? have suggested trans- 
fusion in typhoid fever, advising that the blood 
be obtained from a donor having an acquired im- 
munity to the disease, hoping to transfer immune 
bodies to the patient. Little evidence of the value 
of the procedure has been obtained. 

Dorens and Gingsberg* have wisely called atten- 
tion to the contraindiction of transfusion in many 
hemolytic disorders, such as hemolytic jaundice and 
hemorrhagic pupura. 

Numerous transfusions have been performed for 
pernicious anemia, splenic anemia (Banti’s disease), 
leukemias, and Hodgkin’s disease, and it is doubt- 
ful whether any remarkable benefits have resulted. 
Whatever improvement has been noticed has been 
transitory, and in no instance equal to that obtained 
from other therapeutic measures of proven value. 

Methods of Transfusion. Transfusion of blood 
can be accomplished either by direct or indirect 
methods. The direct methods evolved are very 
numerous. The aim has been to connect the ves 
sel of the donor, preferably the radial artery, to 
the median basilic or median cephalic vein at the 
elbow of the recipient. The artery to vein meth- 
od is much to be preferred to a vein to veil 


technic, inasmuch as the positive pressure of | 


donor’s heart will assure a quicker transfusion; 
also in transfusing arterial blood, one gets a vital 


oxygen with a minimum of waste products. In an 


exsanguinated, moribund patient, this point is of} 


Of the many appliances for} ™ethoc 


the ruk 


great importance. 
direct blood transfusion, such as Crile’s canula, 


Carell’s suture method, Elsberg’s canula, Brewer's} 


tubes, etc., I prefer Bernheimn’s transfusion tubes, 
and Soresi’s canulas. 

Bernheimn’s tubes are very useful and_ simple 
and transfusion by this method requires very littl 
labor. The superiority of Soresi’s method (2) 
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seems to be unappreciated. This method enables 
one to make an end to end anastomosis of artery 
to vein, with a perfect apposition to the endothelial 
surfaces, eliminating all danger of failure by coagu- 
lation of blood in the canula, since the blood does 
not pass through any foreign body. The objec- 
tions to the method are chiefly relative to the 
requisite technical skill necessary. Indeed, the 
rather complicated technic has prevented the method 
from becoming very popular. 


The direct methods of transfusion are slowly 
but steadily giving way to the indirect methods. 
The aavantages of the indirect method are very 
obvious, especially as it permits the control of the 
dose of blood transfused. Serious difficulties, re- 
lating principally to the coagulation of the blood out 
of the vessels, have had to be overcome, before the 
indirect methods could become of great advantage. 

Indirect Methods. The attempts to transfer 
blood through the intermediate use of a carrying 
vessel is quite an old one. Fransesco Folli (1652) 
described a plan of transfusion, using two canulas 
with the intermediate agency of a piece of intestine 
or blood vessel. Credit for the first transfusion is 
given to Richard Lower of Oxford in 1666. 


Numerous appliances have been devised for in- 
direct transfusion, and very few of them possess 
the desideratum of simplicity. The use of all these 
appliances require numerous manipulations and the 
possible danger of minute coagula forming in the 
transfused blood cannot be always obviated. The 
modern syringe canula methods, such as that of 
Von Ziemssen and Moritz> and also of Linde- 
mann,® while representing a step forward from 
some of the older complicated methods, do not rep- 
resent an ideal method of indirect transfusion for 
the reason set forth above. Satterles and Hooker’? 
have advocated a very ingenious method, using 
parafin coated canulas having an_ extra 
neck, which is connected to a cylinder containing 
saline solution, that is used to prevent the coagu- 
lation of blood in the canula, until the paraffin 


a vital} ®ated cylinder containing the blood to be trans- 


fused is connected to canula. 


Of all these methods I give preference to the one 
of Kimpton-Brown® and especially to the later 
If one wil follow 
the rules laid down by Percy he can transfuse blood 
easily and safely, with or without the use of any 
anti-coagulants. 

Transfusion with the use of anti-coagulants in 
the physiological laboratory is very old. Sodium 
Citrate is extensively used for this purpose. Lewi- 
sohn who has been advocating indirect trans- 


fusion, using sodium citrate, has found that it is 
necessary to add sodium citrate up to 0.2 per cent. 
to the total volume of blood transfused to inhibit 
coagulation. Sodium citrate acts by making an in- 
soluble compound with the calcium of the blood. 
If a sufficient amount of citrate has been used co- 
agulation can be entirely prevented, as the process 
of clotting is entirely paralyzed, when the normal 
calcium ion concentration of the blood is disturbed. 

Leech extract (hirudin) has been advocated as 
an anti-coagulant, since exceedingly small amounts 
are sufficient to inhibit coagulation. Morawitz™ 
and Mellamby’? have demonstrated that hirudin 
is not only directly antagonistic to prothrom- 
bin, but is especially active in the neutraliza- | 
tion of the thromboplastic substance indispensable 
in the coagulation process. The employment of 
hirudin as an anticoagulant seems to possess the- 
oretical advantage over the citrate method. I do 
not hesitate to say that this advantage is of very 
slight value. The citrate method is certainly ad- 
mirably safe and simple. Even when using this 
method I prefer to collect the blood in a paraffined 
cylinder, preferably Percy’s transfusion tube. With 
this method the paraffined canula neck of the tube 
can be easily introduced into the vein of the re- 
cipient and the blood does not come in contact 
with any rubber tubing, metallic needles, etc. It 
is also easy to secure the blood from the donor 
thus. Of course the avoidance of contact of the 
citrated blood with rubber tubing, needles and etc., 
it not entirely necessary and one may transfuse 
blood by the method of Lewisohn, using a gravity 
apparatus. This makes the operation as simple 
as the administration of a saline infusion. 

Blood groupings and the selection of the donor. 
The selection of the donor is of paramount im- 
portance. Aside from the consideration of health 
and freedom from luetic infection, which should 
always be ascertained by a Wassermann test. It 
is necesary that the compatibility of the donor’s 
blood with that of the recipient be always assured. 

The donor’s corpuscles may be agglutinated by the 
recipient’s serum or in turn the serum of the donor 
may agglutinate the corpuscles of the recipient. 
In either instance the transfusion of such incom- 
patible blood will followed by most alarming symp- 
toms and not infrequently by death. The phenom- 
enon of agglutination is very often present with 
that of hemolysis, depending upon the presence 
in the blood of iso-hemolysins, together with the 
iso-agglutinins. As pointed out by Moss*’, iso- 
hemolysins never exist in blood without the pre- 
sence of iso-agglutinins, but the latter are often 
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present in the absence of the former, so I believe 
that it is unnecessary to test for hemolysis and that 
the test for the presence of iso-agglutinins is the 
determining factor in the selection of the donor. 
Through the classical researches of Moss (loco- 
citat.) human blood has been divided into four 
groups, according to the behavior of the agglutinat- 
ing reactions. A knowledge of this grouping is 
very invaluble in obtaining blood from professional 
donors. Knowing the group to which the donor 
belongs, it will only be necessary to assertain the 
patient’s group. 

AGGLUTINATION REACTIONS OF HUMAN BIOOD— 

(MOSS). 


GROUP I. 
10% 


Serum of this group does not 
agglutinate corpuscles of all 
groups. 

Corpuscles of this group are 
 ihaeaaion by group II-III and 


GROUP III. 
7% 
Serum of this ‘group ag- 


glutinates cells of group 1 and 
2—Does not agglutinate cells 


GROUP II. 
40% 


Serum of this group agglu- 
tinates corpuscles of group 1 and 
3 


Does not agglutinate cells of 
groups 2 and 4 
Corpuscles of this group are 
agglutinated by Serums of 
group 3 and 4, not of 1 and 2. 
GROUP IV. 


43% 
Serum of this group agglutin- 


ates cells of group 1—2 and. 3— 
not 4. 


of group 3 and 4 Corpuscles of this group not 


Corpuscles of this group ag- agglutinated by Serum of any 
glutinated by Serums of groups group. 
2 and 4. ot of 1 and 3. 


CONCLUSIONS. 


Blood transfusion is unquestionably a life saving 
procedure in acute anemia and after severe hemor- 
rhages. 

In cases of suspended animation due to poisoning 
from illuminating gas, it is unquestionably the most 
useful therapeutic agent at our command. | 

In the treatment of leukemia and pernicious 
anemia, transfusion is necessary to improve the 
patient’s general condition, thereby gaining time for 
other therapeutic measures. 

The field of blood transfusion should be limited 
to its proper indications. A large number of trans- 
fusions, made the world over for most diversed 
affections, ranging from carcinoma to chronic 
arthritis, has sufficiently established that blood 
transfusion is not a panacea for most human ail- 
ments. 

The indirect method of transfusion with sodium 
citrate as an anti-coagulant is certainly the most 
simple and efficient manner to transfer blood from 
one individual to another, and bids fair to super- 
sede all other methods. 

The selection of the donor should be made with 
painstaking care, both as it pertains to the isoag- 
glutination reaction, and to the absence of luetic 
infection. 

347 Newton Craypoor 
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EXTRA-UTERINE PREGNANCY. ITS 
DIAGNOSIS AFTER RUPTURE 
FROM OTHER ACUTE 
PELVIC LESIONS.* 


F. C. FLoeckincer, M. D., 
TAYLOR, TEXAS. 


Everyone knows the importance of making a 
correct diagnosis of extra-uterine pregnancy, espe- 
cially in those fulminating cases, when only heroic 
and prompt surgical interference will save ‘a pa- 
tient’s life. I think it is important to make a cor- 
rect diagnosis of intra-abdominal lesions rather than 
to rely on an exploratory operation. In these days 
of progress there is little excuse for making a mis- 
take; and if we fail to make a correct diagnosis, 
the fault may be found in a lack of systematic utili- 
zation of all the diagnostic factors made available 
through medical research. 

A complete and correct history is of primal im- 
portance. Simple as this sounds there are fre- 
quently difficulties that threaten accuracy. Espe- 
cially is this the case among the unmarried, where 
for the sake of protecting her character, the pa 
tient may not only refuse information but may try 
to mislead the questioner. Firmness and diplomacy 
are required to ascertain the true facts upon which 
the prognosis must depend. In the pre-ruptured 
stage the diagnosis is often impossible if the his 
tory is incorrect. : 

In the beginning, extra-uterine pregnancy—better 
called tubal pregnancy, because with few exceptions 
the primary pregnancy is always in the tube—does 
not present any symptoms other than those of 2 
normal intra-uterine pregnancy. Only when the 


*Read before the Milan County Medical Association at Temple, 
Texas, June, 1917 
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first symptoms of a stretched tube appear as excru- 
ciating pains followed by collapse varying in degree 
according to the amount of blood lost does an ex- 
tra-uterine pregnancy ordinarily come into the 
hands of a surgeon. The history of extra-uterine 
pregnancy is almost classical. The patient will be 
amenorrheic for two months, or more commonly, 
one or two weeks after missing one period, a slight 
bloody discharge will occur, which is less. than the 
amount arising from a normal menstruation. This 
discharge will be accompanied by a variable degree 
of pain. 

The first differential diagnosis will be between 
intra-uterine abortion and a ruptured extra-uterine 
pregnancy. The pain in intra-uterine pregnancy 
with beginning abortion comes on gradually and is 
of a bearing down character. The patient com- 
plains of backache at first and later of a constant 
seemingly pressure, forcing everything into the 
vagina. The pain in beginning abortion is generally 
referred to as being in the pubic region in the 
middle line. In ruptured extra-uterine pregnancy 
the pain is excruciating, of a stabbing character 
and is followed by fainting and collapse. The col- 
lapse will depend upon the amount of intra-ab- 
dominal bleeding. In case the rupture takes place 
between the folds of the broad ligaments, the bleed- 
ing will not be very extensive and the symptoms of 
intra-abdominal bleeding will not be very pro- 
nounced. The pain, however, is of the same, sud- 
den and excruciating character and shock will be 
present. The patient describes the pain as knife- 
like and cutting and always refers it to either the 
tight or left side and not to the midline. This is 
of great diagnostic importance. The pain grad- 
wally disappears and gives place to a general sore- 
ness spreading over the whole lower part of the 
abdomen. The presence or absence of decidua is of 
importance in the diagnosis and any expelled mem- 
branes should be examined for villi. Frequently 
one notes the expulsion of pieces of decidua, and 
Ihave observed in one instance a regular cast com- 
ing away from the uterine cavity. 


It must not be forgotten that there is no relation 
between the loss of visible blood and the amount 
of shock and the symptoms of hemorrhage. The 
Patient may get over one attack without consulting 
a physician, recover for the time being, and in a 
short time the colicky pain recurs. The bloody dis- 
tharge is not a constant symptom, and if the patient 
Sives a history of repeated colicky attacks there 
frequently is freedom from a bloody discharge after 
the first colicky attack. 


The vaginal examination discloses a soft boggy 


uterus, which in size does not equal the normal en- 
largement due to intra-uterine pregnancy. The 
cul-de-sac may feel boggy to the touch, giving a 
peculiar sensation as if one’s fingers were stuck 
into putty. The uterus generally can be outlined 
by the examining fingers and a mass detected to 
one side of it. If it is impossible to make a proper 
bimanual examination on account of the resistance 
of the patient, an anesthetic is essential for a thor- 
ough examination. Percussion of both flanks of 
the abdominal wall may reveal dullness, but only 
after repeated or severe hemorrhages. In a prim- 
ary rupture of the tube with hemorrhage into the - 
free peritoneal cavity the blood sinks down into the 
smaller pelvis and into the cul-de-sac and, therefore, 
no flatness can be noted upon percussing the lower 
abdominal wall. After repeated hemorrhages one 


Fig. 1. Ruptured extra-uterine pregnancy. 


Removal of tube and 
cystic ovary. ‘ 


finds flatness, always irregular in outlines with one 
side higher than the other. The side containing 
the ruptured tube will always show the higher flat- 
ness. I recall a patient in whom the dullness 
reached into the region of the gallbladder. This 
case is of such interest that I thought to report 
without going too much into details. 


A young unmarried woman of 26 years com- 
plained of pain referred principally to the region 
of the gallbladder, and a physician diagnosed the 
condition as an attack of gallstone and advised 
operation. There was flatness reaching into the right 
hypochondrium and becoming continuous with the 
liver dullness. By careful percussion I could dif- 
ferentiate the relative dullness from the absolute 
flatness of the liver. The patient refused absolutely 
to give a full history. All the symptoms pointed to 
intra-abdominal hemorrhage and a blood examina- 
tion showed a primary anemia. After entering the 
hospital, a second blood count was made one hour 
after the first count and this showed a decrease of 
the erythrocytes and hemoglobin. . The diagnosis 
was supported and an immediate laparotomy was 
performed and a ruptured right tube was found 
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with an immense amount of bloodclots free in the 
abdominal cavity. The tube was ligated and re- 
moved; most of the bloodclots were removed and 
the abdomen was closed without drainage. There 
is no need to completely empty the peritoneal cav- 
ity, inasmuch as the extravasated always will be ab- 
sorbed. Drainage is unnecessary. Nature will 
take care of the free blood in the peritoneal cavity 
and drainage of an aseptic field only invites infec- 
tion. 

If a patient shows all @he symptoms of internal 
hemorrhage, such as being nearly pulseless, restless, 
with pale face and blanched lips, having air hunger 
and compression of the arm, shows that the veins 
that do not become filled, prompt action is impera- 
tive. No other condition exhibits a more clear cut 
picture. Ruptured extra-uterine pregnancy should 
always be borne in mind even though it is impossible 
to secure a corroboratory history of the case. The 
one symptom to be recognized as pathognomonic of 
internal hemorrhage is restlessness. In shock this 
restlessness does not occur. It occurs in general 
peritonitis, but as general peritonitis does not begin 
as a ruptured extra-uterine pregnancy does, differ- 
entiation is simplified. I remember another instance 
when a physician had curetted a patient a few hours 
before I saw her. I found a typical picture of intra- 
abdominal hemorrhage and a few minutes later, be- 
fore I really finished my examination, she expired. 
The necessity of accurate diagnosis was impressed 
upon me. 


Another factor to be considered in the differen- 
tial diagnosis is an acute attack of pyosalpynx with 
extrusion of septic material through the osteum ab- 
dominale of the Fallopian tubes. The pain in those 
cases is very severe and similar to that due to a 
rupture. There are symptoms of severe shock from 
pain, but no symptoms of internal bleeding. The 
history and the symptoms of inflammatory involve- 
ment of the peritoneum will aid in establishing a 
correct diagnosis. In cases of ruptured extra-uter- 
ine pregnancy unless the hematocele becomes in- 
fected, the palpitation of the abdominal wall is less 
sensitive than in infected cases. There also de- 
velops a rapid leucocytosis, which can be studied 
from hour to hour. In ruptured extra-uterine 
pregnancy this rapid leucocytosis does not develop 
and the blood picture shows a simple secondary 
anemia. It is important to study carefully the re- 
lationship between the erythrocytes and the hemo- 
globin by repeated blood examinations. Vomiting 
also arises in ruptured extra-uterine pregnancy, but 
is due to the shock and does not correspond with 
the vomiting due to a spetic condition in the peri- 


toneal cavity. Signs of peritonitis come on rapidly 
in pyosalpinx, but not in ruptured extra-uterine 
pregnancy. 

It is very important to make the differential diag- 
nosis because of the high mortality connected with 
operations during the acute stage of pyosalpinx. 

A sloughing myoma involving the uterine mucosa 
must be considered in the differential diagnosis, but 
the nature of the pain, the absence of shock and 
absence of symptoms of internal hemorrhage will 
aid one in forming a correct diagnosis. 

Intra-uterine angular pregnancy, with beginning 
abortion, may sometimes simulate ruptured extra- 
uterine pregnancy. The pain will be not over the 
pubic region, as in normal abortion, but will be 
either right or left sided. Symptoms of internal 
bleeding are missing, blood examination will not 


Fig. 2. Ruptured extra-uterine pregnancy with rupture into the 
broad ligament. 


give the picture of secondary anemia; and the bi- 
manual examination will very clearly demonstrate 
the position of the pregnancy by outlining the wall 
of the uterus. The whole mass may be lifted be 
tween the two hands; and the continuation of the 
uterine wall laterally and the absence of any infil: 
tration outside this mass will confirm the angular 
pregnancy. The same precedure holds true for 
retroverted pregnant uterus. With a retroflexed 
gravid uterus the dysuria is noteworthy. Bladder 
symptoms are always absent in the beginning of 
extra-uterine pregnancy and only become manifest 
when an accumulation of bloodclots takes place in 
the free peritoneal cavity. 

The differential diagnosis between ruptured extra- 
uterine pregnancy and acute appendicitis is not dif 
ficult if one follows the history systematically and 
studies the cardinal symptoms in their relations. In 
an attack of acute appendicitis, as a rule, the pais 
is first felt either in the epigastrium, switching ovét 
to the right inguinal region, or the pain may begif 
directly in the right inguinal region. Nausea and 
vomiting, sometimes only nausea ensues. Third: 
Tenderness to pressure over the right iliac regio® 
Fourth: Rigidity of the abnominal muscles, fevél 
and leucocytosis. In appendicitis there is almost 
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always a rise of temperature, depending on the 
amount of infection and the absorption of toxins 


under pressure. The rise of the temperature in rup-- 


tured extra-uterine pregnancy does not take place 
as rapidly and only after some absorption of the 
bloodclots. In appendicitis the differential blood 
count gives the polynuclear picture of infection. 
The Abderhalden test is positive and usually 
more marked and earlier than in intra-uterine preg- 
nancy. This test should be regarded as an auxil- 
iary and not as a pathognomonic symptom. Be- 
cause of the time element in a fulminating type of 
ruptured extra-uterine pregnancy—the laboratory 
report cannot be awaited. In the April, 1917, issue 
of Surgery, Gynecology and Obstetrics, Rubin pre- 
sented a very interesting clinical and pathological 


study of cases simulating extra-uterine pregnancy 


which proved to be retention cysts of the ovary. 


Pregnancy in a bicornuate uterus may simulate 
extra-uterine pregnancy, but a careful examination 
of the patient under a general anesthetic together 
with the complete history will lead to the proper 
diagnosis. A perforated gallbladder or a gastric 
or duodenal ulcer, a ruptured appendix, a ureteral 
stone or nephrolithiasis may simulate a ruptured 
extra-uterine pregnancy, but careful analysis of 
symptoms should establish the true condition. It 
is the systematic study by elimination of other path- 
ological conditions which result in the correct diag- 
nosis. 

Another pathological factor which may simulate 
ruptured extra-uterine pregnancy is an ovarian cyst 
with a twisted pedicle. To illustrate, I may re- 
cord the following recent case: 


An unmarried woman previously healthy, save 
for dysmenorrhea, had not noticed any enlarge- 
ment of her abdomen. Her last menses were six 
weeks before I saw her, though she has been ir- 
regular. Four days before I saw her she had a 
sudden excruciating pain in the left inguinal region, 
followed by fainting and then soreness all over the 
lower abdominal region. After the onset of pain 
the abdomen began to swell very rapidly and was 
most prominent in the middle line reaching above 
the umbilicus. This dullness was in the same area 
4 one notes in ovarian cysts and normal intra- 
uterine pregnancy. There were no colicky pains 
after the first attack but some soreness. On the 
third day she had a chill and a rise of temperature. 
Isaw her on the fourth day. There was no dis- 
charge from the uterus, nor other symptoms of 
Pregnancy. A general enlargement of the lower 
half of the abdomen with flatness near the middle 
line and tympany in both flanks was noted. The 


vaginal examination showed a normal cervix with- 
out any softening of the uterus. As I could not 
get any definite outline of the uterus through a 
vaginal examination, I made a rectal examination 
and was able to outline it up to the fundus. There 
was no mass on either side; the cul-de-sac was free 
and the uterus could be moved freely. The vagi- 
nal examination showed a mass to the left of the 
uterus reaching to the middle line, but without 
connection between them. The patient did not ap- 
pear to be seriously ill. The blood picture did 
show a marked anemia. The sudden onset, the 
excruciating pain, the sudden swelling of the ab- 
dominal cavity, the absence of peritonitis, the nega- 
tive history of infection, led to a tentative diag- 
nosis of an ovarian cyst with a twisted pedicle. 
The blood examination showed 74 per cent. hemo- 
globin, 3,100,000 erythrocytes, and 20,000 leucocy- 
tes. The differential count was negative. There 
was no external bleeding. I came to the conclusion, 
therefore, that bleeding must have occurred into 
the cyst. A gangrenous condition of the pedicle 
caused by a complete twist cut off the blood supply 
and .caused a sloughing of the walls of the vein 
with a resultant effusion of blood into the cyst. 
The diagnosis was confirmed by an operation. 

In conclusion I wish to reiterate: the diagnosis 
of a ruptured extra-uterine pregnancy is possible 
in every instance, if there is a systematic and thor- 
ough analysis of all the facts, conditions and symp- 
toms. The history of the case, the laboratory find- 
ings, the physical examination of the patient must 
harmonize to ensure accuracy in diagnosticating 
ruptured extra-uterine pregnancy. 


CONTRAINDICATIONS TO SALVARSAN. 

Contraindications to salvarsan therapy may be 
divided into two main groups: 

1. Those to whom the injection may be dan- 
gerous on account of the reaction that may fol- 
low, as, for example, cases of early cerebral lues 
with cranial nerve manifestations of an exudative 
character; also cases of tabes with beginning 
optic atrophy. In these patients salvarsan or 
neosalvarsan should be given with extreme cau- 
tion and only in small doses, and frequent exami- 
nations of the eyes should be made. 

2. Those with extensive disease of the circu- 
latory system, such as severe uncompensated 
heart disease, coronary sclerosis, and extensive 
aneurysm; also cases of diabetes mellitus, severe 
nephritis, ulceration of the stomach, and ad- 
vanced tuberculosis or carcinoma.—JoHN A. Kor- 
MER. 
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* OBSERVATIONS ON FRACTURES.* 


WILLIAM BaRNETT OwEN, M.D., F.A.C.S., 
LovuISVILLE, KENTUCKY. 


In no department of surgery has there been 
greater variation in opinion than in the manage- 
ment of fractures. The literature affords ample 
confirmation of the statement that there is yet no 
consensus of opinion concerning the treatment of 
fractures. To secure the best anatomic and func- 
tional results the method employed must neces- 
sarily be one with which the surgeon is familiar. 

In studying the apparent reasons for lack of 
standardization of technical methods in the treat- 
ment of fractures the following clinical observa- 
tions seem pertinent: 


(1) The infinite variety of traumatic agencies 
causative of osseous and integumental damage. 


(2) The multiplicity of anatomic situations and 
the varieties of injury which may be produced by 
external violence. 

(3) The extreme variation in degree of the re- 
sulting bony injuries in different localities under 
circumstances seemingly identical. 

(4) The diversity in extent of the injury in- 
flicted upon the overlying integumental, nervous, 
and vascular structures. | 

(5) The physical status of the individual when 
first observed, and the time which may have 
elapsed since his injury. 

(6) The presence of local or constitutional dis- 
ease which might militate against normal union 
of the injured, fractured or lacerated tissues. 

(7) Finally, the type of the individual fracture 
and the nature and method of its production must 
govern the indications for therapeutic procedure. 

Obviously corrective or remedial measures must 
be modified or changed to meet the indications sug- 
gested by the foregoing fundamental academic 
propositions; hence, treatment to be successful 
must necessarily be strictly individualized, and no 
general rules can therefore be formulated. At 
one time the almost universal practice was to am- 
putate extremities involved in compound and other- 
wise complicated fractures; whereas, under meth- 
ods in present vogue, amputation is rarely consid- 
ered excepting where irreparable damage has been 
inflicted not only upon the osseous, but also the 
integumental, nervous and vascular tissues. 

(1) Varieties of Trawma: Fractures may be 
the result of a thousand different traumatic agen- 
cies externally applied, which are familiar to every 


*Read before the Society of Physicians and Surgeons, of Louis- 


ville, Kentucky, April 18th, 1918. 


surgeon of average experience, wherefore their 
enumeration is unnecessary. Accidental blows, falls 
and crushing injuries are the most common causa- 
tive factors; and any type of simple or complicated 
injury may be produced by this action. 


The probability of fracture from muscular con- 
traction alone, unless the bony structures involved 
be already weakened by devitalizing disease, such 
as syphilis or tuberculosis, seems exceedingly doubt- 
ful, although many such instances have been re- 
corded. For example, the author of a standard. 
surgical text-book contends that fractures by 
muscular action are most common at the patella, the 
bone being broken by the powerful contraction of 
the quadriceps; in other cases the muscles produce 
fracture by cross-strain, as of the humerus or 
femur in spasmodic or voluntary contraction, or 
of the ribs in coughing, or the sternum during 
labor; or by tearing off an apophysis to which the 
muscle is attached, as the coracoid process or the 
posterior end of the calcaneum; and in others by 
creating in portions of the body conditions of 
momentum which act in the same manner as ex- 
ternal violence, as in fracture of the humerus by 
throwing back the head (Keen-White). To the 
majority of these statements the writer wishes to 
take decided exception. 


Fractures the result of gunshot wounds are ob- 
served quite commonly both in civil and military 
practice. Such fractures are invariably compound 
in character and usually otherwise complicated, 
therefore, from a therapeutic standpoint, they 
should be classified among the most serious types. 
Fractures the result of ordinary forms of external 
violence may include every variety known, depend- 
ing upon the nature of the traumatic agency and 
the manner of its external application. Blunt and 
sharp-pointed instruments create entirely different 
types of injury; hence, the importance of always 
accurately determining the nature of the traumatic 
agency. 

(2) Anatomic Situation: The character and ex 
tent of the bony injury from external trauma may 
vary considerably, because of anatomic peculiari- 
ties in the situation where violence is applied. For 
instance, trauma sufficiently severe to product 
metatarsal or metacarpal fracture would not injure 
more deeply: situated osseous structures owing t 
the protection afforded by the overlying integ 
ment; and it naturally follows that violence of wl 
ficient severity to fracture larger and deeper bones 
such as the femur, humerus, upper radius anf 
tibia, would cause extensive laceration and crush 
ing of the more superficial tissues. Fractures of 
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the lower ulna, tibia and fibula, the clavicle and 
ribs, like the smaller superficial bones of the hands 
and feet, sometimes occur from slight trauma, 
owing to the thinness of the overlying protective 
muscular cushion. Crushing injuries in any ana- 
tomic situation usually produce comminution of 
the bony structures accompanied by extensive dam- 
age to the overlying tissues. 


(3) Degree of Osseous Damage: For reasons | 


which no one seems able to satisfactorily explain, 
the osseous damage from external trauma is sel- 
dom uniform in character and degree. There may 
be great variation even where the traumatic agency, 
the amount of force applied, the anatomic situa- 
tion, the age and physical status of the individual, 
are apparently identical. The skeletal structures 
of children are not always resilient, nor are those of 
the aged invariably brittle; but trauma in elderly 
individuals is usually more destructive to both 
osseous and integumental tissues than correspond- 
ing injuries inflicted during early childhood. It 
has also been noted that trauma externally applied 
at different times in identical situations of the same 
individual may be productive of widely varying re- 


sults. However, excepting fractures of the cranial ~ 


vault, this observation refers more particularly to 
other traumatic damage. 

Fractures of the cranium occasionally result fro 
trauma so insignificant as to produce but slight in- 
tegumental injury; such fractures are usually linear 
in type and without immediate symptoms. More 
severe trauma is necessary for the production of 
basal fractures, and as a rule the resulting man- 
ifestations are typical and unmistakable. 

(4) Diversity of Integumental Injury: The ex- 
tent of the traumatic damage inflicted upon in- 
tegumental structures is never an accurate index of 
bony injury. Extensive laceration of the soft parts 
may be produced by external trauma without peri- 
osteal or osseous involvement. On the other hand, 
however, certain types of fracture may result from 
slight trauma without sufficient integumental dam- 
age to excite serious attention. Much will depend, 
of course, upon the character of the instrument by 
which the trauma was inflicted. Obviously when 
integumental damage is extensive the nervous and 
vascular tissues also suffer considerable injury, and 
unless adequately reconstructed by surgical plas- 
tics the functional results necessarily will be im- 
perfect. 


(5) Individual Status: The physical status of 
the individual with fracture is subject to the widest 
Variation, depending to a greater or less extent 
Upon the anatomic situation involved, the age of 


the patient, and the period which has elapsed since 
the injury. In the majority of the very youthful, 
the elderly, and in individuals of any age debili- 
tated by disease, fracture induces shock and other 
more or less characteristic systemic disturbances ; 
whereas, in healthy and vigorous subjects no such 
phenomena may be observed. This is a rule, how- 
ever, to which there are many curious exceptions. 


Fractures of the lower extremities may occur 
from slight trauma during convalescence from cer- 
tain diseases or surgical operations without pro- 
ducing symptoms of sufficient gravity to attract at- 
tention until the patient attempts to walk; fractures 
of the’ metatarsal bones may exist unsuspected for 
weeks under similar circumstances. However in 
an otherwise healthy subject, the ordinary signs of 
fracture are usually noted. 


(6) Local or Constitutional Disease: The pres- 
ence or absence of local or constitutional disease 
must be determined before deciding upon the meth- 
od of procedure in fracture involving any anatomic 
situation. Local osseous lesions when present must 
be included in the treatment. Otherwise a favor- 
able outcome cannot be expected. Remote systemic 
disease may cause sufficient tissue devitalization to 
retard markedly integumental and osseous repara- 
tive processes, therefore general therapeusis must 
not be neglected in such instances. 

In the presence of either local or constitutional 
disease, tissue reparation may be sluggish, and 
stimulating agencies must then be employed. 


(7) Type of Fracture: No two fractures can be 
properly treated in a manner even approximately 
identical for the reasons already stated; each may 
possess distinctive pathologic features which must 
be considered in deciding upon the most appro- 
priate method of procedure. 


No generally applicable rules can yet be formu- 
lated, and the personal equation of the surgeon, 
his observation, experience and individual prefer- 
ence, must govern his manipulative and operative 
efforts in the reduction of fracture of every type. 

Insomuch as standardization of technical meth- 
ods seems impossible, the treatment of fractures 
still remains one of the most difficult problems 
in surgical practice. The objects to be attained 
permit of no reasonable debate, viz., reduction with 
perfect maintenance of the fragments, and ultirnate 
union without anatomic deformity or functional 
impairment ; but these desiderata are frequently im- 
possible of accomplishment by any method of man- 
agement yet devised. 

It has been tritely remarked that one failure to 
secure a satisfactory ultimate outcome will counter- 
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act the benefits derived from a thousand success- 
ful results in the treatment of fractures, and with 
this observation the writer perfectly agrees. The 
individual for whom an imperfect outcome is se- 
cured is a living witnes to the presumed lack of 
technical skill on the part of the attending sur- 
geon; whereas, those for whom perfect anatomic 
and functional results are obtained furnish no ex- 
ternal visible evidence to emphasize his surgical 
knowledge and skill. 

Since the perfection of modern instruments of 
diagnostic precision, including the fluoroscope and 
rdentgen ray, the laity has been educated to de- 
mand that the surgeon secure something more than 
fairly satisfactory function in the treatment of 
fractures of every type. Anatomic deformities 
following reduction of fractures have been used as 
the basis of more lawsuits for malpractice. than all 
other causes combined ; therefore, regardless of the 
apparent simplicity of the individual fracture, it 
is not only the height of wisdom for the surgeon 
to insist upon competent consultation, but to fur- 
ther fortify himself by having made at least two 


roentgenographic plates before and after reduction 


has been accomplished. 

To discuss in detail the numerous types of frac- 
tures and the procedure most applicable to each, 
would prolong these observations beyond reason- 
able limits; but a few outlines may be permitted. 
There still remains considerable divergence of sur- 
gical opinion concerning the merits and demerits, 
likewise the indications and contraindications, of 
methods which contemplate the introduction of 
non-absorbable substances into the tissues for the 
maintenance of reduction, such as plates, nails, 
screws, etc., which necessitate a subsequent surgical 
operation for their removal. 

Certain over-enthusiastic followers of Lane have 
advocated the plating of all fractures, regardless 
of the type; but more conservative surgeons have 
wisely hesitated about adopting such radical de- 
partures from well-recognized scientific methods 
of procedure. In my opinion, Lane plates are sel- 
dom indicated in the treatment of any type of frac- 
ture, and in injudicious or incompetent hands their 
use may markedly enhance the clinical dangers. 
Moreover, observation shows that the majority of 
them have to be subsequently removed because of 
infection, and in some instances amputation has 
become necessary as a life-saving measure. 

In comminuted fractures of the long bones and 
in certain complete oblique fractures where reduc- 
tion cannot be otherwise maintained, open opera- 
tion with application of kangaroo tendon or silver 


wire to hold the fragments in correct apposition will 
usually meet all the indications. If preferred, the 
“simlet method” devised by Dr. H. H. Grant, of 
Louisville, Kentucky, may be used. Where any 
mechanical fixation apparatus seems necessary, | 
believe the “gimlet method” or some of its modifica- 
tions should be given preference. The autogenous 
bone inlay will be found most satisfactory in prop- 
erly selected cases. Open operation should never 
be performed, however, where approximation of 
the fragments can be maintained by the closed 
method. During the open operation, of course, all 
unattached bony fragments should be removed. 
In the after-treatment of fracture for obvious 
reasons it is important that prolonged joint fixa- 
tion be avoided. The early application of heat, 
gentle massage, and mild passive motion will be 
found beneficial in all instances. However, early 
vigorous active movements should be practiced with 
caution, otherwise harm rather than benefit may 
be produced. Persistence of pain usually indi- 
cates either improper reduction or nerve injury. 


THE PHYSICIAN AND THE AVIATION SERVICE. 


It has been appreciated both here and abroad that 
the aviator is a peculiar type—a “strange bird,” as 
it were. It is therefore especially interesting to fol- 
low the development of the regulations concerning 
the physical examination of aviators and to study 
the large experience of our allies; this experience 
has apparently modified the point of view regarding 
the physical qualities associated with special aptitude 
for flying. That the great importance of this matter 
has been recognized in Great Britain is shown by 
the appointment of a special medical service for the 
air forces. The character of the men selected for 
this division of the British military services is 4 
further recognition of the special consideration to 
be given to the subject. The British Air Medical 
Service has had placed at its disposal special wards 
in naval and military hospitals in order to study the 
physiology and pathology of aviators. All of the 
medical arrangements of the air forces are to be 
centralized under its direction. Our man power has 
not been picked and repicked and selected to such 
an extent as has that of our allies. Our universities 
and colleges and athletic organizations contain thov- 
sands of men of the type specified as particularly 
adapted for aviation. In the first sorting of this 
material the experience of the European nation 
should be utilized so that in the future we shall nd 
have to retrace our steps to make good unnecessaly 
losses.—Journal of the American Medical Assoc 
tion. 
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BILATERAL CONGENITAL RADIO-ULNAR 
SYNOSTOSIS.* 
SAMUEL W. BoorsTEINn, M. D. 
NEw YorK. 


In Surgery, Gynecology and Obstetrics,’ June, 
1917, Feidt has a very interesting article on Con- 
genital Radio-Ulnar Synostosis. The condition, as 
he mentions, is rare, only forty cases having been 
reported in the literature. 

The principal points suggested by Feidt are that 
there is in both forearms three to six cm. of inti- 
mate union of the upper ends of both forearm bones 
(radius and ulnar) and the power of supination is 


Fig. 1, case 1.—Right side showing the fusion of the radius 
and ulna at the superior radio-ulna articulation. 
largely obtained through the muscles of the arm 
and shoulder. He notes that nothing is known 
about the etiology though there may be some hered- 
itary cause. The hands are usually held in prona- 
tion and cannot be supinated. Feidt claims that the 
patient is unable to lift objects of any weight, is 
continuously dropping objects, and cannot receive 
small articles or coins in the palm of the hand. The 
motion at the elbow usually shows limited extension 
while flexion may be normal. Wilkie? quoted by 
Thomas? claims that there the motion is free. The 
shaft of the radius is enlarged and, in order to 
preserve the lower wrist joint action, nature causes 
the radius to be bent outward, making a wider 
interosseous space than normal. The osseous union 
of the radius and ulna is firm, as proven by radio- 
graphic examinations. 

There are two types of the lesion but no sharp 
line of differentiation between them can be drawn. 
In one class the radio-ulnar fusion is associated 
with congenital dislocation of the head of the radius. 
In this type the head of the radius is more or less 


. *Read before Orthopedic Section of the Academy of Medicine, 
ew York, Apri! 19th, 1918. 


normally developed and the point of fusion is be- 
low the head. The other type, considered the prim- 
ary or true radio-ulnar synostosis, is that in which 
the upper end of the radius is not fully developed 
but is fused to the ulna. The fusion in this type 
includes the head and extends several centimeters 
down the shaft. There is usually a deficiency of 
muscular development hence operative procedure 


Fig. 2, case 1.—Left side. Antero-posterior and lateral views 
showing the fusion more marked than the right side. 
is of little value. The first type is more frequently 
unilateral while the second is bilateral. 

The two articles above mentioned, cover the sub- 
ject very well and those interested may consult 
them with profit. As the condition is rare, each 
instance discovered should be shown before a medi- 


1.—Left hand. 


Fig. 3, case 
showing the marked bowing of the radius. 


Inferior radio-ulna articulation 
Joint is normal. 


cal society and thus be placed on record. I have 
therefore brought these patients, who came under 
my observation during the last year, to demonstrate 
them to you and report them at a later time. 

Case 1. P. S., male, age 41, born in Russia, 
laborer. Though he knew from early childhood 
that there was some deformity of his forearms still 
never complained about it as it give him very little 
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trouble. He was able to perform all his child- 
hood tasks and when he reached the age to work 
he also found that he was not behind other laborers 
of his age. 

He did not consult me about this deformity but 
I happened to have the chance to examine him. 
He was a patient of Dr. Hale, Chief of Applied 
Therapeutic Department of Vanderbilt Clinic, who 
treated him for pulmonary tuberculosis. During 
an examination when the patient was undressed 
Dr. Hale noticed that while performing certain 
motions with the hands the patient rotated his 
shoulder and brought him to my clinic. The func- 
tion and power in the deformed limbs are therefore 
contrary to the conclusion of Feidt. 


at 4, case 2.—Right superior waciies articulation showing 
e fusion of the bones. 

Family History is negative. There is no one in 
the family with similar deformity. 

Physical examination—Both forearms are kept 
midway between pronation and supination. He is 
able to pronate freely but not able to supinate at 
all. When he attempts to do so he has to rotate 
the shoulder and the wrist. Flexion of the elbow 
joints is normal on the left side and limited on 
the right side which is probably due to dislocation 
of the head of the radius. X-ray (Figs. 1, 2, 3), 
shows that there is a distinct osseous union for 5 
cm. in the upper ends of both ulnae and radii. The 
radius is curved outward a great deal producing a 
wider interosseous space between the bones at the 
lower end than at normal joints. 

Case 2. For permission to show this patient and 
for the radiograms taken I am indebted to Dr. I. J. 
Landsman. The patient came to Dr. Landsman’s 


notice while before the District Board claiming 
exemption because of this deformity and thus we 
had a chance to examine him. 

A. K., age 34, single, born in Russia. Family 
History: there were fourteen children in the family, 
seven died and seven are living (4 males and 3 
females) and all had one club finger. Not the 
same finger was affected in everyone but a club 
finger was invariably present. The male members 
had also a peculiarity of having no hair over the 
cheek bones. As far as the patient. knows, no one 
in either parent’s family had a similar deformity of 
the forearm. Of the fourteen children he alone has 


Fig. 5, case 2.—Antero-posterior view of the right forearm. 


such an affliction. The deformity was noticed after 
birth but nothing was done for it. Patient found 
no inconvenience whatever with his deformed limbs. 
He can take small coins in his hands and place small 
objects in desired places. He can lift up and carry 
a load of 75 pounds. As a matter of fact, in his 
occupation he constantly carries a heavy satchel 
with contents weighing about 60-70 pounds. Thus 
this patient shows himself as did the first patient, 
to be quite handy with his deficient function. 


Physical Examination.—Patient is a robust young 
man, well developed. Mentally, normal. Stature, 
normal. No hair over the buccinator but hair in 
the axilla and over the pubis normal. Genitals, 
normal. Voice, masculine. The spine and lower 
extremities are normal. Both humeri are very 
short. The elbow joints are in position of cubitus 
valgus, the forearms being at an angle in 160° with 
the humeri. Both forearms are kept in marked 
pronation, cannot supinate them at all. If asked 


SEPTEMBER, 1918, 


VoL. 
sho 
Fle 
1 
: 
2 
‘ . 
: the 
viey 
forn 
air 
with 
| 
| A 
fo 
tm 
Ay 
man 


1918, 


iming 
1S we 


amily 
umily, 
ind 3 
t the 
club 
mbers 
r the 
O one 
ity of 
1e has 


after 
found 
limbs. 
small 
carry 
in his 
atchel 
Thus 
tient, 


young 
ature, 
air in 
ritals, 
lower 

very 
ibitus 

with 
arked 
asked 


yor. XXXII, No. 9. BooRSTEIN 


Rap10o-ULNAR SYNOSTOSIS. 


AMERICAN 
JOURNAL OF SURGERY. 223 


to do that or if he has to perform some function re- 
quiring that motion he rotates the wrists and 
shoulders. The forearms are wider than normal. 
Flexion is free, extension is free. The left index 
finger is clubbed. 


The radiograms (Figs. 4, 5, 6, 7), show com- 


Fig. 6, case 2.—Left hand, lateral view. 


plete osseous union between radius and ulna at the 
upper articulation for a distance of 9 cm. The 
radii are curved a great deal to allow supination. 
The heads of the radii are not dislocated. — 
Comment: Though this patient is the only one in 


Fig. 7, case 2.—Antero-posterior view. Left hand. 


the family who has the radio-ulna synostosis, in 
View of the fact of the family tendency to de- 
formity as proven by the club finger and absence of 
hair over the buccinator we can class this deformity 
with those due to changes in plasmodial cells. 

As the etiology of most of the congenital de- 
formities of the bones are unknown and a great 
many theories have been advanced requiring proof 


or disproof I feel that every fact should be added 
to the literature. Multiplication of studies may 
serve to clear up the etiology. I am, therefore, re- 
porting the case without any attempt at filling the 
etiology. 

CoNCLUSION. 

1. Radio-ulnar synostosis is not so rare as claimed 
by previous observers. These patients simply do 
not consult physicians and so pass unnoticed. 

2. Patients with such deformity can perform 
even delicate motions. 

3. A hereditary cause can be attributed in some 
instances as proven by the second patient. 

529 CouRTLANDT AVENUE. 
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HEALTH AND TAXES. 

"Individual illness places a tax upon the entire 
community. The prolonged sickness of wage- 
earners is apt to result in poverty for themselves 
and their families. Indigency and crime itseli 
are often lurking in the trail of disease. 

National efficiency must rest upon the sound 
foundation of health. The reduction of sickness 
and death from preventable diseases should be 
the first step in our preparation for self-defense. 
Lord Beaconsfield said: “The public health is 
the foundation on which reposes the happiness 
of the people and the power of a country. The 
care of the public health is the first duty of a 
statesman.” 

In some States in the Union there has been an 
increasing percentage of dependents as the States 
have become more thickly populated. In addi- 
tion to the enormous losses from death due to 
preventable diseases when health laws are not 
enforced, there is a tremendous annual expendi- 
ture necessitated by this growing number of 
those who are unable to bear their part in the 
world’s work. 

The insane, the feeble-minded, the consumptive 
and the pauper place a heavy burden upon the 
taxpayer. 

Provisions and expenditures which aid in the 
reduction of the things which sap the vitality of 
the nation will aid in preventing increased taxa- 
tion for the support of the growing army of the 
unfit—Public Health; Michigan State Board of 
Health. 
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NOTE ON ANASTOMOSIS OF THE VASA 
DEFERENTIA. 
G. Frank Lypston, M. D. 


Professor of Genito-Urinary Surgery and Syphilology, 
Medical Department State University of Illinois. 


Cuicaco, ILLINoIs. 


It now is many years since I devised what has 
since been known as the “Lydston operation” of 
anastomosis of the vasa deferentia. It will be re- 
called that this consisted essentially of coupling 
the severed vas by means of a single strand of 
silkworm gut of large size, passed into the lumen 
of the vas, through its wall and out through the 
skin at the upper angle of the wound. Until re- 
cently, I had supposed that the operation was feasi- 
ble in all cases in which the vas had been severed, 
whether recently or not. It seems, however, that 
anastomosis is not always practicable. In a re- 
cent case of double anastomosis, I found no diffi- 
culty whatever in the managemenc of the proxi- 
mal end of the vas. The distal extremity was 
found to be atrophied and twisted into’a cork- 
screw shape with multiple obliterations of the lumen 
of the tube. I followed the vas clear down to the 
epididymis and, finding my usual operation im- 
practicable, did the only feasible thing, viz. anasto- 
mosis of the proximal end of the vas to the epididy- 
mis. The explanation of the condition in which 
I found the vasa deferentia in this case, probably 
is: (1) interference with the nutrition of the 
distal extremity of the tube by too extensive dissec- 
tion during resection of the vas. (2) The free 
separation of the distal extremity of the vas from 
the supporting tissues which permitted the tube to 
assume permanently a spiral form on account of 
its relatively excessive length. ‘ 

The condition, herein described, may, I believe, be 
avoided by making a Very small incision in the 
performance of resection and avoiding any more 
stripping of the vas than is absolutely necessary. 
It would be better, in my opinion, not to separate 
the fascial investments from the vas proper. 


JEJUNOSTOMY. 


Jejunostomy is an operation which, fortunately, 
rarely required, but, when indicated, it is to be a yigcd 
among the life-saving, or, at least, the most important 
palliative, surgical . procedures. The term “jejunostomy” 
is often applied when, in making an enterostomy to re- 
lieve obstruction, the small intestine is opened. “En- 
terostomy” would be the more correct term, as the open- 
ing is made in a distended loop of. small intestine, very 
often regardless of whether it 1s jejunum or ileum. On 
the other hand, when enterostomy is made for purposes 
of nutrition the jejunum _is chosen, and the opening is 
made in its first loop —C. H. Mayo, M. D., in The Journal 
Lancet. 


OBSERVATIONS ON THE DIAGNOSIS AND 
TREATMENT OF GASTRIC AND 
DUODENAL ULCERS. 

Louis Frank, M. D., F. A. C. S., 
LouISVILLE, KENTUCKY. 


In this paper gastric and duodenal ulcers will be 
discussed together. From clinical, diagnostic and 
therapeutic viewpoints there would seem no good 
reasons for separate consideration. Ulcers are the 
most frequent gastric and duodenal lesions which 
the surgeon is called upon to treat. 

The diagnosis of gastric and duodenal ulcers is 
by no means always easy of accomplishment, and 
numerous mistakes have been made based upon 
a chemical analysis of the stomach contents without 
careful clinical investigation. Errors are not im- 
possible even after resort to all the available labora- 
tory methods, including roentgenographic and fluo- 
roscopic findings. So great an authority as Mayo 
admits that upon several occasions he has examined 
the stomach and duodenum through an abdominal 
incision without finding evidence of ulcer ; continua- 
tion of symptoms for several months led to second- 
ary surgical exploration, when ulcer was discovered. 
He suggests that either ulcer was overlooked at the 
primary operation, or it was then confined to the 
gastric or duodenal mucosa, the musculo-peritoneal 
tissues later becoming implicated. It hardly seems 
probable that in the Mayo Clinic operative inter- 
vention would be undertaken for gastric or duodenal 
ulcer without every method of examination having 
been previously used for perfection of the diagnosis; 
yet he states that at the primary operation no evi- 
dence of ulcer was found. This is merely men- 
tioned to emphasize the fact that, despite the nu- 
merous mechanical and chemical diagnostic methods, 
the possibility of error has not yet been eliminated. 
However, this is probably not due to inaccuracy of 
laboratory methods, but to human frailty in the in- 
terpretation of the findings. 

While fortunately mistakes in diagnosis are less 
frequent now than before the perfection of modern 
technical measures, the possibility of error still 
exists. In contemplating the diagnostic difficulties 
encountered a few decades ago, our admiration for 
the older clinicians markedly increases. Their ac- 
curacy in correlating and interpreting clinical 
symptomatology, and their diagnostic discernment 
based upon the clinical findings, must have far ex- 
ceeded that of present-day practitioners; otherwise 
diagnostic failure would have been the rule rather 
than the occasional exception in gastric and duo- 
denal lesions. Chemical analysis of the stomach con- 
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tents, anamnesis, and the clinical findings, were 
their only guides to diagnostic accuracy; and it 
may be said, in passing, that failures in diagnosis 
then were probably no more frequent than at pres- 
ent. 

-The foregoing observations suggest that modern 
laboratory investigations are no more reliable from 
the standpoint of diagnostic accuracy than clinical 
methods formerly in vogue, and this is undoubtedly 
more or less true. I do not wish to underestimate 
the importance of such diagnostic aids when ma- 
nipulated by competent workers, but in the hands of 
the inexpert the findings are misleading and there- 
fore worse than useless as a basis for therapeutic in- 
dication. It is admitted that in gastric and duo- 
denal lesions the expert roentgenologist may be able 
to make an accurate diagnosis in a certain (un- 
known) percentage of cases, yet the clinical history 
still remains the most reliable guide. 


The treatment of developed gastric or duodenal 
ulcer is preéminently and distinctly surgical in its 
significance, although medicinal management in the 
early stages is still accorded a rather prominent place 
by the majority of internists. Just what medicinal 
treatment is supposed to accomplish in developed 
ulcer seems uncertain. Obviously the benefit de- 
rived from gastric lavage with so-called “soothing 
and healing” medicaments is evanescent in char- 
acter, and valuable time may be lost by such tem- 
porizing. Surgery is indicated so soon as the diag- 
nosis seems assured. 


As to the proper method of surgical procedure 
there has been much debate, and the question has 
not yet been definitely settled. It is fairly well 
agreed, however, that gastro-enterostomy is the 
simplest and safest method of surgical treatment; 
it affects both the drainage and chemistry of the 
stomach ; diminishing the acidity by the presence of 
a small quantity of (regurgitated) bile and pan- 
creatic excretion; relieving the pylorospasm, and 
allowing the stomach to empty itself without irrita- 
tion of the ulcer by the passage of food. “It thus 
allows the ulcer to heal, which it does in over ninety 
per cent. of cases.” 


Excision of the ulcer should be undertaken in 
the majority of instances when its location and the 
physical status of the patient will permit; but even 
under these circumstances gastro enterostomy is 
usually also required to afford drainage. The fact 
must be remembered that the majority of so-called 
“pyloric” ulcers are really duodenal, and excision 
Without gastro-enterostomy is usually unsatisfac- 
tory in its ultimate results. When the ulcer is lo- 
cated in the terminal two inches of the stomach 


excision is probably the most appropriate method ; 
further from the pylorus meso-gastric resection 
may be required; but even in such cases the less 
radical procedure of excision and closure would 
seem preferable in small ulcers. 

In considering the treatment of gastric and duo- 
denal ulcers the question of possible sequelz, such 
as hour-glass contracture, pyloric obstruction, hem- 
orrhage, perforation, malignancy, etc., must be re- 
membered. It has been conclusively shown that 
in over fifty per cent. of instances gastric carcinoma 
is engrafted upon an old ulcer base. The percent- 
age is probably much greater than this, the evidence 
of pre-existing ulcer having practically disappeared 
when operation is undertaken for the relief of car- 
cinoma. 

Someone has remarked that the most propitious 
time to effect a cure of carcinoma by operative 
measures is before the lesion has become malignant ; 
and if the term “precancerous” lesion is ever jus- 
tifiable, it is in connection with gastric and duo- 
denal ulcers. Early surgical treatment of the ulcer 
will prevent the development of carcinoma. 

The observation is important that in over fifty 
per cent. of cases of gastric malignancy the disease 
has progressed beyond the operable stage when the 
surgeon is consulted. However, even in such cases 
physical comfort may be increased and life pro- 
longed by gastro-enterostomy or by gastrostomy. 
Spontaneous disappearance of gastric carcinoma is 
unknown, and medicinal treatment is absolutely un- 
availing. In early carcinoma a cure may be rea- 
sonably expected from radical surgery in a fair 
percentage of cases. Early diagnosis and prompt 
operative intervention offer the greatest prospects 
of permanent relief. 

The following case histories are deemed of suffi- 
cient interest to warrant detailed record; they will 
serve to illustrate and emphasize some of the 
points already mentioned. Various types of clinical 
pathology are represented. and at the risk of being 
considered prolix the full records are given in con- 
nection with the diagnostic and therapeutic methods 
employed in each case. 

(1) J. S. W., a female, aged fifty-three, mar- 
ried, was first seen December 16th, 1916. Family 
history negative. 

Previous history: patient had the usual diseases 
of childhood; malaria several years ago; yellow 
fever in 1878; no injuries. Twenty-one years ago, 
following birth of her last child, she had perineor- 
rhaphy with curettment and fixation of the uterus 
performed; some time after that an operation 
for hemorrhoids and fistula. Several years later 
a second uterine curettment was performed in New 


Orleans, La., which she says was of no benefit. 
A few years later she was operated upon for pro- 
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lapsed right kidney, which she said relieved her 
of all symptoms. 

‘Menstrual history: menstruation began at thir- 
teen, and had always been regular. There had 
been four full-term pregnancies and three miscar- 
riages ; the latter came between the third and fourth 
pregnancies. She stated that before her second 
child was born she had “paralysis.” 


Habits: coffee once daily, and tea rarely; she 
is regular about eating and masticates her food 
thoroughly. For the last six months she has slept 
badly and has been very nervous. 


Present illness: This commenced six months 
ago, gradual loss in weight being the first and pre- 
dominating symptom, which she attributed to worry. 
This has progressed until the present time, and 
she has now lost thirty pounds in weight. Prior 
to six yearstago she had sick headache on an aver- 
age once monthly but has had none since. Her 
appetite has been poor for the last six months; 
she cares for nothing excepting a little milk. Taste 
is normal; thirst is decreased ; there is no dysphagia. 
The only symptom referable to the stomach is some 
bloating with considerable heaviness and pressure 
immediately after eating. When she removes her 
clothing and goes to bed she becomes more com- 
fortable. She has no-pain, nausea, nor vomiting. 
She has been more or less constipated all her life, 
and takes frequent enemata. She says “her bowel 
frequently gets packed.” At times mucus has been 
noted in the dejecta. There is no pain on defeca- 
tion. During the last week there has been some 
chest pain on deep breathing and also cough due 
to a cold; slight dyspnea is induced by exertion, and 
there has been considerable thick expectoration. 
There are no symptoms referable to the circulatory 
apparatus. No pain on urination; but the urine 
has been scant; for three or four years she has 
found it necessary to void once or twice during 
each night. There has been no fever nor chills, 
but weakness has been extreme. As a matter of 
fact, the chief symptom has seemed to be lack 
of ambition and a “complete worn out feeling” all 
the time. 

Physical examination: Well developed female, 
but apparently poorly nourished. Temperature, 
pulse and respirations normal. The skin-has a pe- 
culiar cachectic color without eruptions, pigmenta- 
tions or scaling. The conjunctiva is pale; tongue, 
gums, teeth, pharynx and thyroid normal. No ab- 
normal findings in the respiratory apparatus. Heart 
normal as to size and apex beat; there are no 
murmurs nor thrills. Systolic blood pressure 135, 
diastolic 95; sphygmographic tracings normal. 
The abdomen is normal in shape and fulness; no 
visible nor audible peristalsis. There is slight ten- 
derness in the ileo-cecal region and also to the left 
and slightly above the umbilicus; no tumors nor 
muscular rigidity. The stomach is in its normal 
position; the liver is normal in size; slight ten- 
derness noted over the gall bladder. The intestines 
are somewhat distended; the spleen is normal in 
size, and the kidneys are in their normal position. 


Nervous system: Memory is not very good, but 
speech and gait unimpaired. There is slight un- 


steadiness while standing with the eyes closed. The 
pupils react to light and distance. There is com- 
plete absence of the patellar reflexes. 

Gastric analysis: One hour after Ewald test 
meal 21 cc. of stomach contents containing consid- 
erable mucus removed. Titrations were as follows: 
free Hcl., absent; total acidity, 25; lactic acid, a 
decided trace; pepsin, none; occult blood strongly 
positive to benzidine; starch digestion, amidulin. 
Microscopic analysis showed few fats, moderate 
number of yeasts, few small epithelia, moderate 
number of blood cells, many leucocytes and numer- 
ous gram positive cocci’ and rods, the latter often 
in short chains (Oppler-Boas bacilli). 


Urinalysis: Recent specimen cloudy, amber 
color, alkaline reaction, specific gravity 1022. There 
was a trace of albumin, no sugar, a heavy trace of 
indican, and a faint trace of bile. Microscopically 
there were many small round epithelia from the 
bladder and ureter, 20 to 50 pus cells, and 0 to 5 
red blood cells to each one-sixth field of the mi- 
croscope. A few cylindroids were seen, but no 
casts. 


Blood analysis: 


3,503,000 

Differential count: 

Polynuclear neutrophiles........... 63% 

Large mononuclears and transitorials.1% 

Eosinophiles ........... 4% 


No poikilocytes, few megalocytes, slight anioso- 
cytosis, but no polychromatophilia. 

Chemistry of blood: The hydrogen ION was 
7.6; uric acid 5.5 mg. per 100 cc. of blood (nor- 
mal 2 to 3); non-protein nitrogen 35.75 (normal 
under 30) ; ureau nitrogen 18 mg. per 100 cc. (nor- 
mal under 16); sugar 193 (normal 90 to 120); 
Wassermann reaction negative. 

Radiographic examination: After thorough 
preparation, plates were made of the gall bladder 
region, but no shadows were shown. Following 
this fluoroscopic and radiographic examination was 
made of the gastro-intestinal tract. The esophagus 
was normal; the lower part of the stomach (i. e., 
the pyloric antrum), pylorus, and duodenum filled 
normally. What was apparently a defect, however, 
was noted rather high in the greater curvature of 
the stomach. A plate was made of the stomach 
with the patient prone which showed a clean-cut 
large defect in the greater curvature. No residue 
remained in the stomach after an interval of six 
hours, and nothing further of importance was noted 
in the intestinal tract. Diagnosis: carcinoma of the 
stomach,—cardiac end, greater curvature. 


Fecal analysis: Macroscopically the form was 
pasty, yellow in color, containing few food rem- 
nants; no pus, blood nor mucus. Chemically the 
reaction was neutral, bile normal, occult blood posi- 
tive to benzidine, fermentation normal. Micro- 
scopically there were few vegetable cells, a few 
barium sulphate crystals, moderate number of 
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meat fibers, occasional leucocytes and epithelia, no 
red blood cells. Further investigation both fluoro- 
scopically and radiographically corroborated find- 
ings of the first examination. 


Before undergoing an operation the patient de- 
cided to visit Rochester, Minnesota, and I very 
gladly gave her a letter to Dr. W. J. Mayo, by 
whom she was operated upon January 6th, 1917. 


Dr. Mayo wrote me at the time as follows: “I 
operated on Mrs. W. this morning and was able to 


resect the stomach by a combination of resection 
in continuity and the Billroth No. 1 method: The 
carcinomatous mass was about three inches in 
diameter and located on the posterior wall close to 
the greater curvature, extending into the lumen of 
the stomach as a cauliflower-like mass. There was 
no glandular metastasis.’ He adds that the patient 
was a rather poor subject for operation and pre- 
sented a number of technical difficulties. Con- 
valescence was uneventful and the patient was dis- 
charged from the hospital February 7th, 1917. She 


remained apparently well for two months—later 


dying from cardio-renal disease. 


(2) J. R., a female, aged sixty-four, unmarried ; 
date of first observation March 21st, 1917. Family 
history negative for tuberculosis and malignant dis- 
ease. Grandfather had “stomach trouble.” Pre- 
vious history: patient suffered with anemia when 
young; later from “female trouble’—probably due 
to uterine retroversion. 


Present illness: Seventeen years ago she began 
having “indigestion” and gastric pain after the in- 
gestion of food. Attacks of similar character have 
occurred at intervals since that time. She de- 
ecribed the first attack as occurring immediately 
after eating, and said that she suffered severe pain 
in the epigastrium and also had “heart-burn.” 
Later the attacks were delayed until one-half hour 
to two hours after meals. Pain was severe and 
burning in character. There was no vomiting at 
any time; she often had “hunger-pains” and food 
caused temporary relief. The alvine evacuations 
never contained any blood, and the patient was 
never jaundiced. Her appetite was good, but she 
was afraid to eat on account of the discomfort 
which followed. She has lost considerably in 
weight, and is constipated. No pulmonary, cardiac 
or urinary symptoms. 

Physical examination: Patient very much emaci- 
ated; teeth imperfect; pyorrhea alveolaris. Chest 
thin; rather harsh breathing at right apex; no 
tales; voice sounds increased. Heart slightly en- 
larged, muscular quality somewhat diminished; no 
murmurs. Lower abdomen distended, visible peri- 
stalsis; markedly enlarged abdominal veins. Liver 
palpable, no masses, tenderness nor rigidity. Clin- 
tal diagnosis: gastric ulcer and operation advised. 

Radiographic examination by Dr. B. W. Bayless. 

he stomach was of medium size and fixed; peri- 
Stalsis appeared normal. Evacuation was incom- 
plete six hours after a barium meal. Pylorus nor- 


mal in position and slightly mobile; patency free, 
opening immediate. Duodenum visualized, posi- 
tion normal, slightly mobile, patency free, bulb ir- 
regular. Jejunum and ileum showed nothing ab- 
normal; cecum displaced downward. The rest 
after six hours was in the first compartment, the 
stomach was fixed at the site of the ulcer on the 
lesser curvature. Radiographic diagnosis: ulcer of 
duodenum. 


Operation March 24th, 1917. Gastro-jejunos- 
tomy. Hypodermatic injection 4th grain morphine 
with 1/150th grain atropine; anesthetic nitrous 
oxide gas and oxygen with small quantity of ether. 
A four inch incision was made along the inner mar- 
gin of the left rectus; the muscle was then split 
and the peritoneum opened. Inspection revealed 
many adhesions about the pylorus. The gall blad- 
der was adherent to the duodenum, and the liver 
was slightly enlarged. No gall stones present. 
There was a large indurated ulcer of the duodenum 
near the pylorus and the entire duodenum was di- 
lated. The stomach was normal in size. The 
stomach and transverse colon were brought through 
the wound; an opening was made in the transverse 
meso-colon, the posterior wall of the stomach being 
brought through the opening and a clamp applied. 
The jejunum was then brought upward and anasto- 
mosed to the posterior wall of the stomach. The 
operation was the ordinary (no loop) posterior 
gastro-jejunostomy. Linen and chromic catgut No. 
1 used as serous and through-and-through sutures 
respectively. The gastro-enterostomy opening was 
about one inch in length. The transverse meso- 
colon was united to the stomach just above the 
anastomosis with five linen sutures. The viscera 
were replaced and the wound closed in layers with 
chromic catgut, five silkworm gut sutures being 
used as stays. Operative diagnosis: duodenal ulcer 
perforating. 

The patient was returned to bed after the opera- 
tion in better condition than when placed on the 
operating table. The highest post-operative tem- 
perature was 100° F. on the third day, the pulse re- 
maining practically normal throughout. The patient 
was discharged from the hospital the sixteenth day 
after the operation. Radiographic examination five 
months later showed the gastro-enterostomy patent, 
the barium meal passing immediately. 

(3) H. G. J., a male, aged fifty-four; first seen 
March 8th, 1917. Family history negative. Patient 
denies lues; had “white-swelling” in right hip sev- 
eral years ago which was opened and drained. 

Present illness: Two years ago the patient first 
began having trouble with his stomach, consisting 
of slight discomfort and belching after meals. The 


symptoms continued unchanged until six months 
ago, when discomfort after eating became more 
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severe, and he stated that he had “rumbling and 
grinding” in his stomach. Three months ago he 
began to vomit, and since then has vomited at fre- 
quent intervals. However, he has never vomited 
any blood nor has any been noted in the stools. 
He complained of severe “grinding” in the epi- 
gastrium, but has had no acute pain and his appe- 
tite has always been good. During the last three 
months his strength has become markedly reduced, 
and he has lost about ten pounds in weight. A 
month ago he noticed some swelling of his legs, 
which was more marked on the right side; this 
swelling has recently partially subsided. No card- 
iac, pulmonary nor urinary symptoms. 

Physical examination: Lungs normal; heart 
muscle slightly weakened. Patient anemic and 
emaciated. Movable tender mass in epigastrium; 
mass nodular and size of English walnut. No 
jaundice and no other abdominal findings. Clinical 
diagnosis: carcinoma of stomach, and operation 
advised. 

Radiographic examination by Dr. B. W. Bayless: 
Filling defect at pylorus; stomach slightly dilated ; 
peristalsis normal. Practically complete obstruc- 
tion at the pylorus. Defect at pylorus is along 
greater curvature and extends about one and a half 
inches upward on stomach. Lungs: slight shadows 
in region of apices. Heart and aorta normal. Radi- 
ographic diagnosis: pyloric obstruction, probably 
malignant. 

Urinalysis was negative excepting. occasional 
leucocyte and few amorphous phosphates, squamous 
and round epithelial cells. | Phenol-sulphoneph- 
thalein functional test of kidney showed twenty- 
two per cent. excreted in our hour and ten minutes ; 
forty-four per cent. in two hours and ten minutes. 

Blood examination: Hemoglobin (Von Fileischl), 
58% ; erythrocytes, 2,704,000; color index, 1.07; 
leucocytes, 10,200. Differential count, 160 cells 
counted; polymorphonuclear neutrophiles, 88.13% ; 
lymphocytes, 11.87%; slight amount of poikilo- 
cytosis and anisocytosis. Wassermann-Noguchi re- 
action negative. 

Operation March 30th, 1917. Partial gastrectomy. 
Hypodermatic injection %th grain morphine with 
1/150th grain atropine. Anesthesia nitrous oxide 
gas and oxygen. A four inch incision was made 
along inner border of the left rectus; the muscle 
was then split and the peritoneum opened. Lower 
half of the stomach found infiltrated by carcinoma ; 
there were no glandular enlargements, and only 
the stomach seemed involved. The stomach was 
delivered through the incision; gastro-hepatic and 
gastrq-colic omentum clamped and ligated. Payr 
clamps applied to duodenum and stomach at 
Mikukicz-Hartman line and intervening portion ex- 
cised. Stump of duodenum cauterized and inverted 
with Cushing suture reinforced by Lembert. The 
upper part of gastric end closed in like manner, and 
lower part left open and anastomosed into jejunum 
near its origin, the jejunum having been brought 


upward through the posterior transverse meso- 
colon. This opening was united to the stomach 
above the line of anastomosis. The omentum, 
which had been opened to bring the jejunum though 
the transverse meso-colon, was then closed. The 
omentum was adherent to the pelvis. Hemorrhage 
was very slight, and there was no vomiting nor 
cyanosis during the operation. The wound was 
closed in layers with chromic catgut and stay su- 
tures of silkworm gut applied. The patient was re- 
turned to Led in good condition. 


The tissue removed was submitted for micro- 
scopic examination to Dr. Stuart Graves, Patho- 
logical Department, University of Louisville, whose 
report follows: Gross description: specimen con- 
sists of 9 cm. of pyloric end of stomach and 
pylorus. Serosa is pinkish red, smooth and streaked 
with blood vessels. Attached to curvature are small 
masses of flabby, fatty tisue. No lymphatic glands 
found in this fat. On palpation walls are markedly 
thickened and indurated. When specimen is cut 
along lesser curvature, mucosa presents an irregu- 
lar, nodular to granular area 8 x 6 cm., longer 
measurement corresponding to long diameter of 
stomach. In central portion of area is a nodular 
projection 2 cm. in diameter and 2 cm. in height. 
Surrounding this projection is a granular area. On 
either side are deep pit depressions about 2 x 2 cm. 
Color varies from a bright, fiery red to grayish 
yellow. Stringy mucus is noticeable. On section 
walls are firm, grayish streaked with grayish- 
white, interlacing lines, and 2 cm. in thickness. 
Microscopical diagnosis: colloid carcinoma. 


Post-operative history. The patient’s conva- 
lescence was uneventful. The highest temperature 
recorded was 101° F. on the twelfth day, the pulse 
at that time reaching 120. Both gradually receded 
to normal and there was no further rise. For a 
week the diet consisted of broths, milk, soft-boiled 
eggs, etc., then semi-solid food was allowed. The 
patient was discharged from the hospital on April 
18th, 1917, apparently well. 


On November 17th, 1917, this man returned to 
Louisville with a rather extensive obliterating 
phlebitis of the right leg; there was considerable 
swelling below the knee and an ulcer on posterior 
aspect of the calf. These lesions subsided promptly 
under appropriate treatment. Radiographic exam- 
ination at that time showed the stomach function- 
ating normally; the patient had gained in weight 
and was able to eat anything he desired. A letter 
from him dated April 8th, 1918, reads: “I am do- 
ing fine and have no unpleasant or disagreeable 
feelings as a result of the operation.” 
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(4) R. S., a female, aged forty-eight, married, 
mother of six children; first observed the latter 
part of June, 1917. Family history negative. Pre- 
vious history: health always good as a girl with 
exception of childhood infections. She has com- 
plained more or less of “indigestion” since twenty- 
one years old, the attacks recurring periodically. 
She has had no injuries, and no_ operations. 
Menstruation regular. 


Present illness: Present attack of so-called in- 
digestion began in August, 1916, pain and vomiting 
being the first symptoms noted. The condition 
has been progressive, and she has lost nearly forty 
pounds in weight during the last year. There has 
been slight headache at times; appetite poor; taste 
and thirst normal. Abnormal sensations in abdo- 
men consist of bloating, fulness, sourness, “burning 
and gnawing” in the stomach. These symptoms 
have been more or less constant and accompanied 
by nausea since March, 1917. She has vomited 
quite frequently, especially when the stomac!. was 
filled with food. The vomitus was large in quartity, 
consisting of food ingested since the last vomiting 
period and was always sour. No blood was ever 
noticed. Pain and distress was relieved by vomit- 
ing. Constipation has been more or less persistent 
throughout. There have been- no symptoms re- 
ferable to the respiratory, circulatory nor genito- 
urinary tracts. 


Physical examination: Patient is poorly nour- 
ished ; skin pale; tongue fairly clean; teeth in bad 
condition. No findings referable to the lungs. No 
murmurs detected over precordium, but there was 
decided arrhythmia. Blood pressure systolic 100. 
Abdomen flabby, tender in right upper quadrant, 
and apparently much thickening in that region; no 
rigidity. Stomach greatly dilated, the lower bor- 
der reaching below the umbilicus; liver normal in 
size; slight intestinal “gurgling”; kidneys not palp- 
able. Clinical diagnosis: pyloric obstruction, prob- 
ably from ulcer. 


Gastric analysis: One hour after Ewald test 
meal, 790 cc. stomach contents removed, which 
consisted of the residue of food products eaten the 
previous forty-eight hours. Titrations were as fol- 
lows: free Hcl., 54; total acidity, 74; free acid 
and acid salts, 60; combined Hcl., 14; organic acid 
and acid salts, 6; lactic acid, trace ; pepsin digestion, 
normal; starch digestion, erythro-dextrin; occult 
blood strongly positive to benzidine. Microscopic- 
ally many yeasts, sarcine ventriculi, vegetable 
cells, etc., were seen. There were a moderate 
number of blood cells also, but no leucocytes. 


Radiographic examination: After the ingestion 
of a barium lactone mixture the gastro-intestinal 
tract was studied with the following results: Stom- 
ach hypotonic, displaced downward, very large, mo- 
bile, very little peristalsis, and practically the entire 
quantity remaining after six hours. The pylorus 
was in its normal position, slightly mobile, almost 
completely obstructed, the opening not seen. The 
duodenum was not visualized. Radiographic diag- 
nosis: ulcer of the pylorus, with nearly complete 
obstruction. 


Operation July 2d, 1917. Gastro-enterostomy ; 
cholecystectomy. Hypodermatic injection 1/6th 
grain morphine with 1/150th grain atropine. Anes- 
thesia nitrous oxide gas and oxygen with small 
quantity of ether. Median incision disclosed a 
much dilated stomach which immediately bulged 
into the wound. The gall bladder was much en- 
larged, contained many small. calculi and was 
densely adherent to the first portion of the duo- 
denum. Separating these: adhesions an opening 
large enough to admit the finger was exposed on 
upper anterior duodenal surface about one inch 
from the pylorus. The area about this was much 
thickened and infiltrated. This duodenal opening 
was closed by four deep interrupted chromic catgut 
sutures. A classical posterior gastro-enterostomy 
was then performed, using chromic catgut for 
hemostatic sutures and linen for serous. Cholecys- 
tectomy was then performed, the cystic duct and 
artery being ligated with No. 1 twenty-day chromic 
catgut. At the lower outer portion of the fundus 
the peritoneum was edematous and tremendously 
thickened. There was no opening in the gall blad- 
der where it was attached to the duodenum. Nu- 
merous small black calculi were found present. 
The wound was closed with chromic catgut en tier 
and silkworm gut stay sutures applied. One cigar- 
ette drain was inserted to the stump of the gall blad- 
der. Convalescence was uneventful, the patient be- 
ing discharged from the hospital twenty-six days 
after the operation. 

(5) Miss C. S., aged thirty-seven; date of first 
observation September 6th, 1917. Family history: 
father died from tabes dorsalis; mother died from 
nephritis. One sister and three brothers living and 
well; one sister died from cerebral hemorrhage, one 
brother from ‘abscess of the bowls,” four weeks’ 
duration. History negative for tuberculosis and 
carcinoma. 

Previous history: The patient stated that ten 
years ago her physician told her she had “cardiac 
trouble.” She had suffered the usual diseases of 
childhood, also typhoid fever. She claimed that 
she had never been very well. Menses began at 
sixteen, regular of the twenty-eight day type, dura- 
tion five to six days, painful first. Sometimes there 
was a vaginal discharge between periods, but no 
blood nor clots. She gave a-history of numerous 
attacks of sore throat. 

Present illness: Three years ago the patient be- 
gan to vomit after meals. Pain in the stomach 
principally before meals, and was sometimes re- 
lieved by the ingestion of food. Blood had occa- 
sionally been noted in the feces. Pain and vomit- 
ing occurred at irregular intervals; much belching 
of gas during an attack; food undigested and fer- 
mented when vomited. Patient has lost fifteen 
pounds in weight during last few months. No cough 
nor pain in chest; no night sweats; no jaundice. 
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FrANK—GASTRIC ULCER. 


SEPTEMBER, 1918, 


Fecal evacuations normal and regular prior to be- 
ginning of last attack, then some diarrhea. No 
urinary symptoms. Last attack began eight weeks 
ago and has persisted until the present time. 


Physical examination: Patient pale and emaci- 
ated ; tonsils enlarged; teeth false above, fairly good 
below. Neck negative for thyroid enlargement and 
pulsations; lungs negative; heart negative except- 
ing abnormal second mitral sound. Abdominal 
mass distinctly palpable to left of midline between 
the umbilicus and costal border. Clinical diagnosis: 
gastric carcinoma, and exploratory operation ad- 
vised. 


Urinalysis showed the urine acid in reaction, 
specific gravity 1019. There was present a large 
amount of indican, a few epithelial cells, but no 
casts. Blood examination not made. 

Operation September 6th, 1917. Exploratory. 
Hypodermatic injection 1/6th grain morphine with 
1/150th grain atropine. Anesthetic nitrous oxide 
gas and oxygen with small quantity of ether. Left 
median incision; stomach found entirely to left of 
midline, the pylorus being at region of mass pal- 
pated externally. The entire pyloric region was 
involved in a fist-sized mass and somewhat fixed, 
though susceptible of delivery from the abdomen. 
The mass extended toward the cardia about five 
inches, involving anterior, lower and_ posterior 
stomach walls. The gastro-colic omentum was 
filled with enlarged lymph glands and contracted, 
drawing colon close to stomach. Many enlarged 
glands in gastro-hepatic omentum, some even at 
hilus of liver, and others felt in deep mesenteric 
group. The greater omentum contained several 
small nodules, one of which was removed for 
microscopic examination. Gall bladder, cecum, and 
spleen, normal. No nodules felt in liver. The 
wound was closed en tier with chromic catgut, and 
six stay sutures of silkworm gut applied. Opera- 
tive diagnosis: inoperable carcinoma of the stom- 
ach. 


The small nodule removed was submitted for 
microscopic examination to Dr. Stuart Graves, 
Pathological Department, University of Louisville, 
whose report follows: Gross description: speci- 
men consists of firm, pale gray nodule 15 x 12 x 9 
cm., surrounded with fat. On section cut surface 
is pale gray, enclosing small areas of bright yellow 
tissue. Microscopical diagnosis: metastatic car- 
cinoma, acute and chronic inflammation. 


The patient did well after the operation and was 
discharged from the hospital in good condition the 
sixteenth day, the wound having united per primam. 
There has been no vomiting since the operation. 
Of course, nothing need be said concerning the 
prognosis. 


Your Liperty Bonps. 

One who subscribes for a Liberty Bond and 
gets credit as a patriot for doing so is not acting 
patriotically if he immediately sells that bond— 
that is, unless he imperatively needs the money, 
says Secretary McAdoo. It is not the mere sub- 
scription that helps the Government, it is the 
actual loan; shifting the bond to someone else 
does not help. 

The same objection lies to exchanging Liberty 
Loan Bonds in trade. Merchants offering to take 
Liberty Loan Bonds in exchange for merchan- 
dise are doubtlessly actuated by patriotic mo- 
tives, but such transactions tend to defeat a pri- 
mary object of the bond sale, the encouraging of 
thrift and the discouraging of expenditures, 
Bonds so exchanged are in most cases immedi- 
ately sold on the open market, which tends to 
depress the market price and affects adversely 
the sales of future issues. 

Secretary McAdoo expressly states that there 
is no desire on the part of the Government to 
prevent or interfere with legitimate trading, in 
good faith, in Liberty Bonds. 

It is one of the great objects of the Treasury 
Department to have these bonds held as perma- 
nent investments by the people and paid for out 
of savings, thus at once providing funds for the 
Government and conserving labor and material. 

There are the soundest reasons for holding 
Liberty Bonds. Their quotations under par on 
the stock exchange means a loss only to those 
who sell. The financial history of the United 
States shows that in times of peace all of its 
bonds have gone above par, some as high as 139. 
The tremendous growth of our resources and of 
our trade, our domestic trade alone having in- 
creased from $30,000,000,000 to $64,000,000,000 
in the last four years, warrants the belief that our 
Government bonds are the soundest investment 
in the world, and with the restoration of peace 
conditions will command a handsome premium in 
the market—Treasury Department; Bureau of 
Publicity. 


AN ARMy OF CIVILIANS. 

There is no wall between the army and the civilian 
population. Now this is just as true of pneumonia, 
meningitis, and scarlet fever, as it is of the venereal 
disease ; there is no wall between the two. The dif- 
ference existing between the military population of 
this country today and the civilian is one of fluidity, 
and not of solidarity; and what we need is a cen- 
tralized health department in some way or another. 
We should not think of anything less than that.— 


. V. C. Vaucun, M.D., in The Medical Fortnightly. 
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A SURGICAL LOAN. 


The Fourth Liberty Loan Campaign is about to 
be launched. Its success is beyond doubt. The im- 
petus of recent victories on the Western Front has 
stimulated untold enthusiasm. The lengthened 
casualty lists have awakened all sections of the 
country to the blood-price of warring for an ideal 
for humanity. 

The Nation is engaged in, a stupendous operation. 
The unwilling patient has struggled against the 
anesthetic, and in consequence, has to be held down 
by numerous attendants. The scalpel is penetrat- 
ing his flesh with a mission of mercy that does not 
aim at his destruction, but at his rescue from a 
malignant growth which has threatened his vitality, 
and whose foul emanations have poisoned the free 
air of the world. The prognosis is excellent. Un- 
fortunately, some of the workers in the great 
amphitheatre are suffering from heat, fumes, and 
accidental injuries and infections arising from the 
extensive character of the operation, and the diffi- 
culties due to the struggles of the patient. 

Surgeons are conscious of the necessity of ample 
funds for successful work in the ordinary hospital. 
Moneys are needed for instruments, for dressings, 
appliances, apparatus, laboratory facilities, and 
countless special instruments and therapeutic agen- 
cies. The operation on Germany is slow and pro- 
longed, and must not be hampered by a lack of 
those essentials requisite for success. 


The entire medical profession is participating in 
this new operation for the restoration of nortnal 
consciousness and action to the badly diseased and 
maniacal patient. More than 20,000 American 
doctors have left civil life to participate in this 
world adventure. Numerous valiant servants of 
the Nations of the world have solved the mystery 
of life and ungrudgingly have given their all by 
crossing the threshold to death following Mars. 

Physicians not employed in government service 
directly connected with the war are uncomplain- 
ingly assuming numerous duties taxing their time, 
energies, and thought. All are giving of themselves, 
and responding to the common call of conscience, 
self-respect, and loyal devotion. Practicing medi- 
cine under the guidance and protection of a free 
country creates obligations and duties above those 
belonging to ordinary citizenship. The higher the 
intellectual development of a class, the keener should. 
be their reactions, and the more sensitive their re- 
sponse to the cries of distress for assistance and 
relief. 

National warfare embraces all classes of the com- 
munity. In proportion to one’s means, money may 
be loaned to one’s government, but this constitutes. 
no real giving of self. Those of us who are not in 
uniform are under the most vigorous pressure to 
rally to the support of our colleagues that they may 
have every facility to perform their services in 
accordance with the high traditions of the profes- 
sion. If the cost of the Medical Department of the. 
United States were estimated in terms of dollars. 
and cents, what a tribute it would be to professional 
enthusiasm to be able to write and state that the 
full cost was met by loans from the profession to. 
the government through the ieee of Liberty: 
Bonds! 

This is no time to think in terms of the invest- 
ment value of bonds, nor to dilate upon the sound- 
ness of such investments. The motive which should 
dominate the profession in the purchase of the new 
issue of bonds should not be that of crass self-in- 
terest in the accumulation of negotiable assets, or 
the building up of a financial reserve guaranteed by 
the resources of the United States. One motive 
only should impel the medical profession to respond 
freely, willingly, and liberally, and that is a sense of 
a desire to play a part—the biggest part possible— 
in promoting the efficiency of our American Forces 
and in advancing the strength, the power, the force-. 
fulness of the government in which every man is a 
participant. 

The surgical fraternity is conscious of the mean- 
ing of struggle, suffering, anxieties, horrors, and 
the gruesomeness of warfare on an individual scale. 
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It is no less alive to the magnitude of the surgical 
operation now being performed on the once peace- 
ful fields of Europe. The tangible expression of 
feeling, the response of the heart to humanity’s 
shriek for redemption, will be found in the out- 
pourings of money for the support of the war. 
Every man must ask of himself, how much would 
I give to bring about peace; to restore order; to 
rehabilitate suffering lands? The thousands that 
you would give for peace are called for now to 
premote the war which alone can bring peace. The 
Fsurth Liberty Loan is but another peace offering 
of the American people. 
Buy Liberty Bonds!—I. S. W. 


THE REPORT OF THE EMPYEMA COM- 
MISSION AT CAMP LEE. 


In the early part of this year, the medical au- 
thorities in Washington were appalled at the im- 
mense mortality of empyema at the various camps, 
the mortality averaging about 30% and in some 
camps reaching 85%. The Surgeon General there- 
upon organized a Commission, consisting of surg- 
eons, internists and bacteriologists to investigate 
and report upon this formidable malady. The re- 
port of this Commission, whose studies were in- 
stituted at Camp Lee, is now at hand (Journal 
Medical Association, Aug. 3rd and 10th, 1918), 
and forms one of the most interesting medical con- 
ctibutions resulting from the present war. 

These empyemata differ from most of those ob- 
served in civil practice by the fact that they are due 
to infection by the streptococcus hemolyticus; that 
they follow or are coincident with peculiar forms 
of organizing broncho-pneumonia and that they are 
frequently associated with measles. Such an 
_ epidemic was extremely prevalent in our camps this 
winter. The symptomatology, pathology and bac- 
teriology of this disease have already been reported 
by Cole and MacColum, Irons and others. (See 
Review of War Medicine and Surgery published 
by the Surgeon General, June, 1918.) 

The Commission’s report is based upon the study 
of 140 cases; of this number the larger majority 
had been operated before the Commission arrived, 
so that the Commission had the opportunity to make 
complete observations in only 23 cases. Of the lat- 
ter only one died (4.3%), which unquestionably 
shows that the Commission “made good.” While 
they modestly say that this low mortality may have 
been due to a diminished virulence of the organism; 
nevertheless they still believe that the greatest factor 
in lowering the mortality has been a better method 
of treatment. Briefly, the two most important rec- 


ommendations of the Commission are these: 1, 
delayed operation. 2. maintenance of the nutrition. 

1. Delayed operation. Certain observations lead 
the Commission to the advisability of advocating a 
late operation. (a) In streptococcus empyema the 
fluid at first is sero-fibrinous and only after two 
to three weeks does the fluid become purulent, 
(b) Early operation involves the danger of lung 
collapse from pneumothorax. As_ cyanosis and 
dyspnea are two of the prominent symptoms, 
owing to the diminution in pulmonary breathing 
space from the extensive bilateral pneumonia, the 
danger of further limiting the available breathing 
space is obvious (c) The danger of producing a 
blood sepsis from absorption through the wound. 
This occurred in two cases. (d) These patients 
in the early stages are in too desperate a condition, 
to withstand operation. On theoretical grounds the 
elimination of immense quantities of toxin and re- 
lief of mechanical embarrassment by early opera- 
tion might seem a rational procedure. On the other 
hand, the Commission found that the patients are 
in no wise profoundly poisoned by the pleural in- 
fection; indeed they have seen patients who carried 
more than 500 c. c. of pus for several months, who 
were by no means in a critical condition. These 
observations lead them to believe that pleuritic in- 
volvement is of much less importance than the 
pneumonia in causing the high mortality. On the 
other hand, they have found that the mechanical 
embarrassment can be easily relieved by repeated 
aspirations. Indeed, the usual procedure has been 
to aspirate the patient at once, drawing off a liter 
or more, if the effusion is large. This is repeated, 
usually at intervals of two to six days. Usually 
by the fourth aspiration, the fluid has become frank- 
ly purulent and the. pleural cavity is then drained. 
By that time, the pneumonia has improved as well 
as the general condition. In three cases, operation 
was found unnecessary because the fluid failed to 
reappear after aspirations. 

The method of operation is described in detail. 


Local anesthesia was used in all primary opera- . 


tions. The site of the incision depending upon the 
Roentgen Examination, should be chosen so as to 
afford good drainage in both erect and recumbent 
posture, and should be of ample length, usually two 
to four inches. The Commission insists upon the 
necessity of good and continuous drainage through- 
out the convalescence. This consists in inserting 
either a double barrelled rubber tube of large 
calibre, or an arrangement of tubing and bottles 
designed to drain the cavity with the aid of suction. 
Both methods are readily applicable to the employ- 
ment of Dakin’s solution to irrigate the pleural 
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cavity, a procedure which they regard as a sine qua 
non in the handling of these cases. Their method 
of using Dakin’s solution requires the most pains- 
taking attention to detail; for a description of this 
method, the reader is referred to the original paper. 
At all events, the Dakin’s solution is employed until 
the discharge is sterile, when the wound is per- 
mitted to close spontaneously or by a plastic opera- 
tion. Indeed the remarkable speed with which 
cavities close after the prolonged use of Dakin’s 
solution, even in cases where expansion of the lung 
has been delayed, lead the Commission to believe 
that extensive secondary operations to obliterate 
cavities will be found after subsequent observations 
to be unwarranted, except in very rare instances. 
Auxiliary measures to help expand the lungs are 
useful, such as blowing against resistance, suction 
devices, etc. : 

2. Maintenance of Nutrition. The rapid wasting 
of their patients, led the Commission to study the 
nitrogen output in the early stages of empyema as- 
sociated with the hemolytic streptococcus. Ac- 
companying charts show strikingly an increase in 
nitrogen excretion and the restoration of balance 
by a high caloric diet (3000-3500 calories). The 
Commission regards this observation as one of the 
most important and interesting of their investiga- 
tions, and feel that the care given to the nutrition 
of their patients has been one of the most important 
factors in lowering the mortality. 

Space does not permit us to enumerate the host 
of other highly interesting and suggestive findings 
scattered throughout this report. This review is 
merely a bare outline, but we trust it has been suffi- 
cient to stimulate everyone who has the medical 
welfare of our soldiers to heart, to read the original 
report.—E. M. 


A FIVE MILLION ARMY MEANS FIFTY 
THOUSAND MEDICAL OFFICERS. 

With an army of three million men in the field 
or in training, and, as contemplated, an expansion 
of this force to five million men, the Surgeon-Gen- 
eral must have in the Medical Reserve Corps at 
least fifty thousand doctors. 

The Medical Corps must keep a pace in growth 
with the army expansion and it behooves every 
doctor in the United States between the age of 21 
and 55, who is physically, morally and professionally 
fitted, to arrange at the earliest possible moment, 
his personal affairs so as to offer his services to 
his country in the capacity of a medical officer. 

The United States is in the war to do her part 
in winning the struggle and this can only be accom- 
plished by a large and well-trained body of troops 


adequately cared for by a sufficient number of 
medical officers. The importance of the doctor’s 
service and its relation to the successful outcome 
of the war cannot be underestimated. 

As the mobile forces increase in size, so is there 
an expansion of Base Hospitals and other Institu- 
tions for the care of the sick and wounded and 
there should be no lack of officers when required to 
give to our patriotic boys, that professional atten- 
tion which is so essential. 

It is well for the medical profession of the 
United States to realize at once that a Medical 
Reserve Corps of at least 50,000 doctors will be 
required to meet the demands of the Surgeon- 
General and upon which Corps he can draw for 
his medical officers. 

We believe by this time that the profession of 
this country must be fully alive to the needs of the 
service, so let every doctor who is qualified, feel 
that he is doing not only his patriotic duty in 
offering his services as a medical officer but is re- 
lieving the tension of the Surgeon-General’s Office 
by placing at the command of the Chief Officer 
of the Medical Department an adequate force 
without frequent beating of drums to supply the 
necessary number with each increase of the mobile 
forces. 

If you have not already received an application 
blank for commission in the Medical Reserve Corps, 
your nearest Examining Board or the Editor of 
this journal will be glad to supply you. 


THE ANTISEPTIC TREATMENT OF 
WOUNDS IN CIVIL PRACTISE. 


It is not possible for surgery to pass through the 
hitherto unparalleled experiences of this war with- 
out having left upon itself an indelible impression. 
Probably no other phase will be so profoundly af- 
fected as that of the control of infection. Naturally 
one thinks immediately of the new principles in- 
volved in the Carrel-Dakin technic. One begins to 
wonder how civil practise will be affected. 

A beginning is seen in the communication of 
Hartwell.* Cases were treated according to the 
orthodox method at Bellevue Hospital. Similarly 
to the military wounds these could be classified as 
those within the first six to ten hours—contaminated 
cases; cases after this interval designated as in- 
fected cases; cases after twenty-four hours—in the 
stage of established suppuration. 

In summarizing the opinion is expressed that the 
experience has demonstrated the practicability and 
advantage of the Carrel/Dakin method in civil 
hospitals. ‘In those civil hospitals where a trauma- 
tic service is not an important part of the hospital 
work, it is doubtful whether the inauguration of 
this treatment will meet with great success, for the 
reason that the call for its use will not be frequent 
enough to make it an established routine. Without 
this, it probably would be no more effectively ap- 
plied than is any other special form of treatment 
which is only occasionally demanded in a general 
hospital service, and if ineffectively applied it can- 
not be expected that satisfactory results will fol- 
low.”—A. O. W. 


*Annals of Surgery, April, 1918. 
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Surgical Sociology 


Ira S. Wile, M.D., Department Editor. 


HOSPITAL STANDARDIZATION. 


Because of conditions threatening the effective- 
ness of civil hospitals, numerous plans are being 
proposed to safeguard medical and nursing staffs 
and to curtail expenses and protect the general in- 
vestments. It is natural that the general move- 
ment for standardization of hospitals and dispen- 
saries which was beginning to gain force previous 
to America’s participation in the war should be 
urged as a program of necessity. 


Hospital standardization presents many phases, 
depending upon the interpretation of individuals 
as to what constitutes reasonable standards worthy 
of general application. It must be patent that hos- 
pital organization includes three types of develop- 
ment which largely overlap one another and, in 
consequence, are greatly interdependent. The 
financial aspects are of the utmost importance, but 
no more so than the problems of internal house- 
keeping, and far less so than the maintenance of 
an adequate system of care of the sick. 


In contemplating any program of standardiza- 
tion, the objects and purpose of hospital existence 
must be borne in mind. It is primarily an institu- 
tion for the care of the sick and, principally, those 
of limited financial means or actually below the 
line of financial independence. From the stand- 
point of communal benefits, the private pavilions 
possess a subordinate position, though, neverthe- 
less, the needs of the private patient department 
of hospitals cannot be overlooked in view of their 
aid to hospital resources. 

In order to protect the capital invested and main- 
tenance charges and to facilitate the reduction of 
unnecessary expenditures for essential service much 
remains to be perfected to assure a reasonable 
standard of physical plant that is not extravagant 
in its ornateness nor lacking in the requisite struc- 
tural principles necessary for proper sanitation and 
professional achievements. Standards of hospital 
efficiency must necessarily depend to no small ex- 
tent upon the layout of the hospital with all its 
departments and subdivisions. 


Similarly, the standardization of departments de- 
signed to meet the needs of in-patients and out- 
patients depends upon the plan and scope of the 
hospital. In consequence, marked difficulties arise 
in enunciating definite standards, although it is pos- 
sible to establish certain principles representing 


minimum standards that may be applicable to al- 
most every type of institution. 

From the point of view of caring for the sick, 
the standardization of equipment within the limits 
of the general plan of the institution is almost im- 
perative. Full laboratory facilities, for example, is 
a requisite for the routine investigation of patients, 
without which, a low standard of medical and 
surgical service is almost certain. The standardiza- 
tion of dietaries, laundry facilities, does not present 
great difficulties when sufficient funds and avail- 
able and capable intelligent individuals are in 
charge of these departments. Nevertheless, the de- 


velopment of a standardized equipment and the - 


elucidation of institutional methods and processes 
would be of considerable value. 

La Roque in an interesting pamphlet on the Pro- 
fessional Duties and Government for the Care of 
the Sick in Hospitals has pointed out the impor- 
tance of standardizing professional duties, rules 
and regulations for the purpose of facilitating the 
standardization of professional work in hospitals. 
His analysis considers pupil nurses, special nurses, 
night nurses, head nurses, and other higher officers 
of the nursing staff, the dietitians, pharmacists, 
surgical technicians, the internes, anesthetists, reg- 


istrars, pathologists, roentgenologists, ambulance 


surgeons, visiting professional staff, medical di- 
rector and all the other high and low officers es- 
sential to securing a high standard of professional 
work. He outlines and differentiates the respon- 
sibility and authority for each of the individual 
components in the vast staff of hospital co-work- 
ers. His efforts represent the application of com- 
mon sense and judgment based upon experience 
in the enumeration of specific functions. He seeks 
to obviate differences of opinions and aims to make 
certain that there is no overlapping of function or 
danger of neglect from indefiniteness or uncertainty 
as to whom a particular duty belongs. There may 
be differences of opinions regarding the distribution 
of duties as proposed by La Roque, but there can 
be no doubt that his scheme is a move in the right 
direction. 

Standardization, however, comprises more than 
the definition of duties of staffs or the supplying 
of an up-to-date physical plant. The fundamental 
element in any scheme of standardization must 
consist in standardizing the purpose of a hospital. 
The principles involved in giving adequate care to 
the sick must include all that is necessary to pro- 
vide modern, scientific, and humane treatment, not 
merely along traditional medical and surgical lines, 
not excepting, of course, special branches, but also 
in accordance with the principle of the rehabilita- 
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tion of the sick to a point of renewed potential use- 
fulness to society. Re-education, follow-up sys- 
tems, social service, are not widely introduced, nor 
has their need been duly appreciated and, in con- 
sequence, hospital organizations have scarcely be- 
gun to standardize this most modern phase of their 
effective work. 


The responsibilities of hospitals have taken on a 
wider significance. The care of the sick is not sim- 
ply a function in the interests of individual patients, 
but is part of a larger plan of social benefit. The 
hospital is an important factor in the protection and 
betterment of society. From the time of contact 
with the sick until their release from supervision, 
the primal object should be the public interest se- 
cured through the relief of the individual from 
the handicaps of and impairments to normal func- 
tioning. 

It is difficult to standardize the methods by which 
such a broad visioned goal can be attained. It is 
within the bounds of possibility, however, to effect 
a rational system of standardized case records that 
will enable the community to reap some benefit 
from the clerical work involved while affording suf- 
ficient data for the immediate needs of the business 
side of the hospital or for the professional branch 
of hospital organization. It is possible to stand- 
ardize cost accounting systems in definite directions, 
to standardize some of the numerous dietaries, to 
standardize special equipments and to differentiate 
duties in such a manner as to raise existent stand- 
ards of hospital organization. The real purpose 
of standardization is to promote service, efficiency, 
and economy with increased benefits to the patients 
in the hospital and to the community which the hos- 
pital aims to serve. It is not possible at any pres- 
ent time to standardize research work, teaching, 
laboratory technic, social service, or any other de- 
veloping branch of hospital Service. It is possible, 
however, to lay down standard principles to be fol- 
lowed, studied, and controlled with a view to modi- 
fication and readjustment in the light of experience. 


It is of immense importance to possess ideals 
even though they never may be attained. Formu- 
lating a plan that embraces an ideal hospital sys- 
tem should be the first step in any plan of stand- 
ardization, in another sense, is to make possible for 
all types of institutions a minimal technic and meth- 
od whereby an ideal rational organization may be 
achieved without loss of time, money, energy, 
service, or humanity. 

Certainly, all steps taken in this direction merit 
encouragement, study, and discussion with the ut- 
most freedom in the interest of the common good. 


Book Reviews 


The Diagnosis and Treatment of Venereal Diseases in 
General Practice. L. W. Harrison, D.S.O., Lieut- 
Colonel, R. A. M. C.; Lecturer on Venereal Diseases. 
and Officer in Charge, Military Hospital, Rochester 
Row, London. Henry Frowpe, Hopper & STOUGHTON, 
Oxrorp University Press, Warwick Square, E. C., 
1918. Price $7.50. 

Combating venereal diseases is sufficient reason for an 
expanding literature. The author believes that diagnosis 
and treatment by the general practitioner must necessarily 
be the backbone in eliminating their spread. The field of 
this book, which makes no claim to original work, is, 
therefore, the one in which he believes every member of 
the medical profession should be working. The purpose 
is designedly to assist medical men to realize their respon- 
sibilities and to fit themselves for diagnostic and therapeu- 
tic work in this direction. 

The subject matter is unfortunately not well arranged. 
To find gonorrhea listed as a lesion of the penis may 
rather disturbing, but no more so than to find Hutchin- 
son’s teeth pictured in the general discussion of venereal 
diseases of the mouth and throat, and barely referred to 
in the discussion of congenital syphilis. There are advan- 
tages and disadvantages in making the treatment of gonor- 
rhea and syphilis entirely separate from the chapters 
devoted to diagnosis. The two chapters dealing with 
laboratory examinations and interpretations of reports 
are satisfactory. 

Considering that the author has purposely eliminated 
all references to the urethroscope and cystoscope because 
their value in the hands of general practitioners is neg- 
ligible, the various les‘ons for which such instruments of 
precision would be used are carefully and well described. 
The differential diagnoses are well worked out and the 
methods of treatment are briefly described without the 
presentation of methods that have not received thorough 
trial in varying conditions. The illustrations are well se- 
lected and reproduced and contribute to the usefulness 
ane value of this handy and on the whole satisfactory 
volume. 


The Prevention of Venereal Diseases. Otto May, 
M.A., M.D. (Cantab.), M. R. C. P. (London), late 
Hon. Secretary, National Council for Combating Ven- 
ereal Diseases. London, HENry Frowpe, Hopper & 
STouGHTON,’ OxForpD UNIvERsITy Press, Warwick 
Square, E. C., 1918. Price $3.00. 

Regarding prophylaxis as the most essential factor in 
the control of venereal diseases, the author does not hesi- 
tate to attack problems of education, personal preventior 
and prostitution with directness and forcefulness. Believ- 
ing strongly in the necessity of education for the purpose 
of developing self-control, the author is not carried away 
by his enthusiasm for this or for the teaching of the rela- 
tion of biology and disease. He recognizes the limitations 
of hospitals in the matter of treating venereal diseases and 
in consequence is not wholly enthusiastic concerning the 
Local Government Board Treatment Scheme which makes 
available early treatment centers. As a practical matter, 
he finds regulation of prostitution to be a failure and im- 
practicable as the medical examination and treatment 
schemes are unsatisfactory. 

The purpose of the volume is well presented in the dis- 
cussion of personal prevention, which he regards as of 
particular importance on the basis that from a preventive 
standpoint the problem of venereal diseases “is not a ques- 
tion of safeguarding individual misconduct; it is a vital 
factor in the struggle to improve the health and well-being 
of the nation.” 

An elaborate appendix is made more valuable by the 
presentation of a lecture to troops that has been used in 
discussing venereal diseases. The book, as a whoie. is 
timely, and while not an elaborate discussion of the sub- 
ject, it presents in a sane and orderly fashion the point 
of view of the author on venereal prophylaxis without 
side-stepping or evasions because of fear of criticism or 
clerical hostility. 
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Book REVIEWS. 


Reclaiming the Maimed. A Handbook of Physical 
Therapy. R. Tarr McKenzie, M.D., Major R. A. 
M. C., Professor of Physical Therapy, University of 
Pennsyivania. Illustrated. New York, THe Mac- 
MILLAN Company, 1918. 


The growing attention being given to the disabled de- 
mands new volumes devoted to treatment. McKenzie’s 
brief little book with its wealth of illustration, in which 
one recognizes the artistic touches of Dr. McKenzie, is a 
distinct contribution in that it is based upon practical ex- 
perience in dealing with the types of maimed the war 
produces. Obviously, standardization of physical therapy 
is of importance in the organization of orthopedic insti- 
tutions for the reclamation of the handicapped. Elec- 
tricity, radiant light and heat, hydrotherapy, massage, re- 
education by means of apparatus, gymnastics and athletic 
games, occupational procedures will play an important part 
i re-creating usefulness, self-dependence and power 
among the maimed. Methods by which these physical 
agencies may be utilized are briefly described and dis- 
cussed. There is a wealth of material in a very few pages 
which should be read by all who may be of service in 
the important work of reclaiming the maimed. 


A Surgeon in Arms. Captain R. J. Manion, M. C. of 
the Canadian Army Medical Corps. D. Appleton & 
Company, New York, London, 1918. Price $1.50 net. 


The personal and intimate side of warfare appeals to 
those whose emotional experiences are necessarily limited 
to reading the literary history of the war. The experi- 
ences of the medical corps are recounted in technical lan- 
guage in current medical journals. Captain Manion gives 
the reader an opportunity to visualize the experiences in 
numerous forms of military life. There is a warm, sym- 
pathetic treatment of the duties performed in the trenches, 
hospitals, and casualty clearing stations. The tragedy and 
comedy of war, the laugh and the cry are humanized and 
vitalized by a soul that has seen and felt and has used 
a facile pen to transcribe life as it is, where men play 
the game of war with the best of comradeship, without 
fear and for the service of a land they call their own. 


A Text-Book of Bacteriology. A Practical Treatise 
for Students and Practitioners of Medicine. Purp 
Hanson Hess, Jr., M.D., Late Professor of Bacteriol- 
ogy, College of Physicians and Surgeons, Columbia 
University, New York City, and Hans Zinsser, M.D., 
Professor of Bacteriology, College of Physicians and 
Surgeons, Columbia University, New York City; Bac- 
teriologist to the Presbyterian Hospital; formerly 
Professor of Bacteriology and Immunity. Stanford 
University, California. 769 pages, with 155 illustra- 
tions. Third Edition. D. Appleton & Company, 1917. 


This third edition offered Zinsser an opportunity to bring 
this compact text-book up-to-date. The book has been 
completely “overhauled” and the most recent work added, 
viz.: Petroff’s medium for cultivating tubercle bacilli, 
Krumwiede and Eudo’s media, the latest work on pneu- 
mococci and treponema pallidium. 

The portions of this book devoted to the pathogenic 
bacteria and to immunity are written with much ability. 
The facts are presented clearly, extremely well grouped 
and the illustrations teach as well as illustrate. Much 
practical experience has served to enable the author to 
revise this small volume and yet kcep within its covers a 
most comprehensive review of bacteriology. 


The Treatment of Cavernous and Plexiform Anviomata 
by the Injection of Boiling Water. By FRANCIS 
Rever, M.D., F.A.C.S., Visiting Surgeon to City Hos- 
pital; Consulting Surgeon-to St. John’s Hospital and 
Missouri Baptist Sanitarium, St. Louis. Small octavo 
of 75 pages and 26 illustrations. C. V. Mossy Com- 
PANY, St. Louis, 1918. 


This is a reprint of an article which appeared in Surgery, 
Gynecology about three years ago and details the experi- 
ences of the author with Wyeth’s method of treating 
these blood vessel tumors. The results were very sat- 
isfactory. 


Johnson’s Standard First Aid Manual. Suggestions 
for Prompt Aid to the Injured in Accidents and Emer- 
gencies. Edited by Frep B. Kitmer, Lecturer in First 
Aid; Member of St. John’s Ambulance Association, the 
International Congress of First Aid and Life Saving, 
the American Public Health Association, the Royal 
Society of Arts. In collaboration with Eminent Sur- 
geons, First Aid Authorities and Specialists. Illus- 
trated. Eighth Edition Revised. JouNson & JoHNson, 
New Brunswick, N. J. 


The practical application of first aid methods calls fora 
widespread knowledge of the underlying principles among 


those whose duties place them in a position to take advan- ° 


tage of first aid methods. Elaborate treatises or highly 
technical books are of minimum value for imparting in- 
struction to the average layman. Johnson’s First Aid 
Manual has been compiled in such a way as to reflect the 
ideas, methods, and experience of surgeons, teachers, first 
aid workers in every field of industrial life, so as to provide 
for a reasonably definite uniformity of methods and mate- 
rials. 

The text has been re-written and is characterized by 
simplicity, clarity, and definiteness. From beginning to 
end, the essentials of first aid are presented without a 
waste of words or the useless discussion of impractical 
methods. The richness of illustrations, unusually well 
selected, supplies a vast fund of information that appeals 
to the eye and is explanatory of the context. ; ; 

Familiarity with the manual should enable any intelligent 
layman to gain the fundamental information enabling him 
to act wisely, sanely, and efficiently in the face of emer- 
gencies endangering the lives of those who may have suf- 
fered from accidents. The manual is to be highly com- 
mended for its compactness, excellent arrangement, full- 
ness of illustration, thoroughness, comparative freedom 
from technical terms, and its careful presentation of the 
essential facts requisite for prompt aid to the injured in 
accidents and emergencies. 


Tumors of the Nervus Acusticus and the Syndrome of 
the Cerebellopontile Angle. Harvey Cusuine. D. 
D., Professor of Surgery at Harvard University. 
Octavo of 296 pages with 262 illustrations. Phila- 
delphia and London: W. B. SAUNDERS COMPANY, 
1917. Cloth, $5.00 net. 


This monograph is a study of thirty verified and three — 


unverified cases of tumor of the acoustic nerve. Like 
Cushing’s classic monograph in tumors of the pituitory 
gland. This book is a model presentation. Cushing be- 
gins with a most readable essay on the historical aspect. 
The 33 cases are then reported in utmost detail. 
There follow. summary chapters on the symptomatology, 
physical signs and pathology of these tumors, and the 
book concludes with a description of the operative technic. 
A comprehensive bibliography is added. It need hardly 
be commented upon that Cushing has made the fullest 
possible use of his material so that this monograph will 
be the last word on this subject for many years to come. 


Progressive Medicine. A Quarterly Digest of Advances, 
iscoveries and Improvements in the Medical and 
Surgical Sciences. Edited_by Hosart Amory _ Hare, 
M.D., Professor in the Jefferson Medical College, 
etc.; assisted by F. Appleman, Instructor 
in the Jefferson Medical College, etc. Volume Il 
June, 1918. 376 pages; illustrated. Lea & FEsiGER, 
Philadelphia and New ,York, 1918. 


The contributors to this number are John G. Clark, 
William B. Coley, Edward Jackson, O. H. Perry Pep- 
per, and Abraham O. Wilensky. The subjects covered 
are hernia, abdominal surgery, gynecology, disorders 
of nutrition and metabolism, diseases of the glands 
of internal secretion, of the blood and spleen and 
ophthalmology. All of these review the entire litera- 
ture of the past year; the discussions are written wit 
their usual excellence and are amply illustrated. _For 
the busy practitioner the volume is valuable in giving 
a summary of the latest advances. 


SEPTEMBER, 1918, 
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Progress in Surgery 


A Résumé of Recent Literature. 


Perforated Gastric and Duodenal Ulcer; a Statistical 
Report of Fifty-nine Cases. F. J. Scutty, Chicago, 
American Journal of Medical Sciences, June, 1918. 


These 59 cases occurred between the years 1911 to 1916 
in the Cook County Hospital; 48 were gastric, 11 duo- 
denal. In proportion to the total number of ulcer cases 
admitted, perforated gastric ulcers occurred in 9.4% and 
perforated duodenal ulcer in 15%. Of the perforated 
gastric ulcers, 44 occurred in males and 4 in females; all 
the perforated duodenal ulcers were in males. The ma- 
jority of the perforated gastric ulcers occurred between 
the ages of 30 and 40; in duodenal ulcer between 20 and 30. 
There were previous symptoms in 35 cases of both groups; 
16 gave no history of previous gastric disturbance. In 29 
cases there were premonitory symptoms; the most con- 
stant symptom was pain in the upper abdomen. In almost 
every case the onset was sudden, with severe pain in the 
epigastrium; in gastric ulcer the maximum point of in- 
tensity was to the left of the median line; in duodenal 
ulcer, to the right. Vomiting occurred in 41 cases. In a 
large proportion of cases, period of remission of the symp- 
toms was noted after the onset. The maximum tenderness 
usually corresponds to the location of the maximum sub- 
jective pain. Rigidity, especially of the upper abdomen, is 
usualiy marked. Fluid was diagnosed in 20 cases. In 
the early stages, the pulse was not increased in rate. It 
is worthy to note that in cases that recovered the pulse 
was never as rapid as in cases which resulted fatally. 
Operation was done in 49 cases. The remaining ten were 
moribund on admission. The most common site for per- 
foration Gof gastric ulcer was the anterior wall near the 
pylorus along the lesser curvature. In all the duodenal 
ulcers, the perforation was anterior, near the pylorus. In 
the majority of cases, simple closure by the Lembert 
suture was done. Gastro-entrostomy was performed five 
times. Of the 40 cases gastric perforations operated upon, 
24 died; of 9 cases of duodenal ulcer, 4 died. His sta- 
tistics prove conclusively that the earlier the operation 
the lower the mortality. 


Congenital Pyloric Stenosis. W. E. Lapp, Boston. Bos- 
ton Medical and Surgical Journal, June 6, 1918. 

Ladd reviews the symptomatology and physical signs 
along classical lines. Ladd does not believe that one can 
always feel a tumor. Furthermore, even when a tumor is 
palpable, it does not mean that one is dealing with a true 
case of stenosis. Ladd regards pylorotomy (Rammstedt 
operation) as by all odds the operation of choice. The 
mortality is far lower than that obtained by gastro-enter- 
ostomy. Of 26 cases operated in the Children’s Hospital, 
Boston, 4 died, a mortality of 15.3%. Of the fatal cases, 
2 never kad operative risks; the third probably should 
not have been operated because it was not a true stenosis. 
The fourth patient died from an unknown cause. The 
indications for the operation are the following: A typical 
story and physical findings, loss of weight and failure 
to improve after medical treatment. In doubtful cases, 
the x-ray will often settle the question. Medical treat- 
ment should not be persisted in until the baby becomes a 
poor surgical risk. 


The Disturbances of Acid Secretion Accompanying 
Ulcer of the Stomach or Duodenum and the 
Changes Following Operation. “AspraHAmM O. WIL- 
Surgery, Gynecology and Obstetrics, May, 

18. 


The dominant features of the post-operative studies are 
as follows: 

_1. A normal secretion follows most frequently opera- 
tions for acutely perforated ulcers. 

2. An ante-operative subacidity usually persists after op- 
eration. 

3. There is no rule which governs the sequence of 
events in the majority of the cases of post-operative 
moderate and extreme degrees of hyperacidity. 


4. Resection of the stomach may be followed by con- 
ditions of anacidity. 


Meckel’s Diverticulum as a Cause of Surgical Lesions. 
A. L. McDonatp, A.B., M.D., The Journal-Lancet, 
May 1, 1918. 

Meckel’s diverticulum is a definite structure, and when 
present shows a characteristic group of possible clinical 
conditions. 

Certain anomalies of the umbilicus depend on persistence 
of portions of the vitelline duct, and, in a considerable 
proportion of cases, are asosciated with intra-abdominal 
anomalies. 

The history of such umbilical conditions in infancy is 
extremely important in suggesting the possibility of a 
Meckel’s diverticulum as the cause of obscure abdominal 
conditions later in life. 

In the absence of previous abdominal inflammatory 
lesions, bands causing intestinal obstruction should be ex- 
amined most carefully for Meckel’s diverticulum and 
treated accordingly. 

Intussusception in older children and adults—the variety 
developing high in the ileum, and compound forms—are 
frequently due to inversion of a Meckel’s diverticulum, 
forming an intestinal polyp which may be easily overlooked. 


Gastroenterostomy—The Stoma and the Efferent 
Loop. W. Howarp Barner, M.D., Interstate Medical 
Journal, January, 1918. 


On tfie basis of the experimental data presented, and on 
its clinical application to date, the following recommenda- 
tions are offered: 

For normal or hypertrophied stomachs, the nearer the 
artificial stoma coincides with the physiclogic point of 
outlet, the greater is the efficiency of the stoma. The 
stoma should be a perpendicular one. 

For stemachs dilated beyond apparent hope of regenera- 
tion, the transverse mid-fundic stoma seems most efficient. 

For moderately dilated stomachs or stomachs in which 
an appreciable return of original tonus may be expected, 
a perpendicular antral stoma seems most efficient. 

Whenever possible, the jejunum should be so chosen 
that the portion to be anastomosed falls naturally along 
the line of the proposed gastric opening. Excepting in 
atonic stomachs, in most instances the course of the efferent 
loop will be downward or downward and to the right. 


Secondary Tuberculous Peritonitis. W. J. Mayo, Ro- 
CHESTER Minn. Journal American Medical Associa- 
tion, July 17, 1918. 


Tuberculous peritonitis is not a primary disease, says 
Mayo, but is secondary to some focus of infection, the re- 
moval of which is desirable or essential. He calls special at- 
tention to the female genitalia as this local focus, and espe- 
cially to the good effects in some cases of the removal of the 
fallopian tubes, which are usually open in tuberculosis. 
This is different from the condition that exists in gonor- 
rheal infection, in which the fallopian tubes are closed and 
pus tubes are frequently formed. In tuberculosis tubal 
retention is much less common and the tuberculous infec- 
tion passes out into the abdominal cavity, causing a more 
or less generalized peritonitis. Such peritonitis is essen- 
tially a conservative process leading to the destruction of 
the noxious agents and the case may cure itself or a cure 
may follow simple laparotomy. The way the tuberculosis 
develops in the tubes is due to the susceptibility of their 
ciliated epithelium like that of the pulmonary tract. He 
holds that removal of the tubes may be expected to cure 
unless some other incurable tuberculous lesions coexist. 
It is not at all necessary to remove the ovaries or the 
uterus. Barker estimates that 50 per cent. of cases of 
tuberculous peritonitis are due to the bovine germ, and 
approximate estimates have been made by English and 
German observers. It may be that bovine tuberculosis 
has a more favorable prognosis than human tuberculosis. 
The possibility of cure of tuberculosis by simple lap- 
arotomy when the local focus cannot be discovered and 
removed is, Mayo says, limited to the ascitic forms of the 
disease, but he thinks the surgical profession has been 
over enthusiastic in regard to the simple operation. The 
fibroplastic types are benefited only if there are saccula- 
tions containing fluid; but operation is contraindicated 
when the adhesions fill the entire abdomen. The English 
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school has strongly advocated drainage after laparotomy 
for peritonitis, but it has been almost abandoned in this 
country on account of the mixed infection liable to follow. 
Mayo briefly discusses the conditions described as Con- 
cato’s and Pick’s disease. He concludes as follows: “It 
will be seen from this brief summary that the cases of 
tuberculous peritonitis, in which surgical treatment prom- 
ises to be of great aid, rather naturally divide themselves 
into two groups: First and most favorable are those cases 
in which a definite anatomic portion or viscus of the peri- 
toneal cavity is involved, such as the fallopian tubes, the 
ileocecal coil, and the appendix, which can be removed. 
Second, and less favorable, are those in which the peri- 
toneal cavity contains a considerable quantity of fluid, oc- 
cupying either the entire peritoneal cavity or a large part 
of it, or in which the fluid is contained in loculi composed 
of peritoneal adhesions, dividing the peritoneal cavity into 
compartments containing fluid.” 


Acute Intussusception of Infants, with a Considera- 


tion of Its Treatment Based Upon a Modification 
of the Hirsch-Sprung Hydrostatic Method. LANGLEY 
Porter. Archives of Pediatrics, March, 1918. 


Acute intussusception occurs not infrequently in young 
children, and is marked by a very definite picture. The 
onset is sudden, accompanied by intense pain, followed by 
severe shock, cyanosis of lips, rapid, weak pulse and 
apathy. The invaginated mass can usually be felt and 
outlined readily. Resection of the bowel is the only pos- 
sible procedure in cases that do not come to the physician’s 
hands within 24 or 36 hours of invagination, but owing 
to the extremely high rate of mortality it is advisable, 
wherever feasible, to employ other means to disentangle 
the bowel. Koch and Oerum, two Danes, report very 
favorable results with the Hirschsprung hydrostatic method, 
which briefly is as follows: The child is deeply narcotized. 
The hips well elevated, and gentle and intermittent pres- 
sure employed from the aboral to the oral end of the 
tumor mass. Then water at about 100° with a pressure 
head of 25-30 inches is introduced and siphoned off again. 
These two procedures are alternated until reposition has 
been accomplished. The writer believes this method to 
be of great value, but has one difference to offer; namely, 
that there seems to be no real reason why the abdomen 
should not be opened and the manipulation carried on in 
full view of the surgeon. He also emphasizes the need 
of the greatest patience and gentleness in the manipula- 
tion, as the invaginated gut is very soft and tender and 
apt to tear. 


The Sigmoidoscope. G. L. McWuorter, M.D., Chicago, 
tire of the American Medical Association, May 


McWhorter, calls attention to the value of the procto- 
scope or sigmoidoscope in morbid conditions of the lower 
bowel. The failure, he says, to detect early the large num- 
ber of diseased conditions in the terminal colon results 


from a neglect to examine all patients with the sigmoido--: 


scope, however slight the symptoms may be. He gives an 
analysis of a series of 100 consecutive cases of carcinoma 
of the rectum and rectosigmoid, showing that the examin- 
ing finger will not reach far enough into the bowel to 
verify the diagnosis, and points out how other symptoms 
may not suffice. Roentgenograms are, of course, of value, 
but the sigmoidoscope will reach most cases. Twenty-two 
of the series of 100 were diagnosed carcinoma, and in only 
one was it located beyond reach of the sigmoidoscope. 
The chief symptoms of all the cases are given in tabulated 
form. The coincidence of polypi in carcinoma was an 
interesting observation in the series, and the author dis- 
cusses the relations of the two conditions. The unusual 
frequency of carcinoma with solitary or scattered polypi, 
he says, should be emphasized, for there is probably a dif- 
ference of degree in the proper stimulation, such as 
chronic inflammation or trauma for producing either soli- 
tary polypi, or a grave disease, multiple polyposis, in which 
carcinoma develops early in about half the cases. Prophy- 
lactic treatment against all causes of chronic irritation or 
inflammation of the rectum and sigmoid and active treat- 
ment in all stages of polypi are advocated. 


Abdominal Injury Due to Blunt Force. Henry P, 
DeForest, M.5., M.D. American Journal Diseases of 
Children, April, 1918. 


The author describes clearly and in considerable detail 
an unusual and very misleading case of injury to the 
kidney due to blunt force. The falling from a hobby- 
horse which, in turn, fell upon her, the back of the saddle 
falling directly across her body at the level of the navel, 
Physical examination showed only a tenderness on the 
right side at the lateral border of the eleventh rib. Stools 
and urine were normal and there were no classical appen- 
dix signs. The temperature rose to 103.5 and then grad- 
ually decreased to normal within about ten days. Explora- 
tory laparotomy was suggested but, as the child seemed to 
be improving, it seemed unnecessary. A month after the 
accident however, the abdomen was opened, and the right 
kidney was found to be seriously injured. The capsule 
formed the wall of a tremendous tumor which had dis- 
placed all the abdominal orfaus. The child died shortly 
after operation, and the case is reported in the hope that 
in case of similar injury, earlier surgical interference may 
be deemed advisable. 


Diagnosis of Urinary Lithiasis, with Special Reference 
to the Value and Limitations of the #-Ray Examina- 
tion. AprAHAM Hyman, M.D., F.A.C,S., The Urologic 
and Cutaneous Review, March, 1918. 


A diagnosis of renal or ureteral calculus, based on the 
history, physical examination and urinalysis, will in many 
cases prove to be incorrect. 

A diagnosis based on x-ray alone, will often lead us 
into error, because in a certain number of cases, just how 
large a percentage I cannot say, extra-urinary shadows 
will be mistaken for intra-urinary shadows. 

Negative radiograms are not to be accepted as proof 
of absence of stone, because, in renal lithiasis, approxi- 
mately 6 per cent. of the calculi fail to cast shadows, and 
in ureteral calculus about 20 per cent. are missed, whereas 
in vesical stone, as high as 60 per cent. fail to cast shadows. 

To reduce to a minimum the possibility of error, cysto- 
scopy and ureteral catheterization should be employed in 
every case, supplemented frequently by functional tests, 
the opaque catheter, stereoscopic plates, pyelouretrography 
and the passage of the wax-tipped catheter. 


Bladder Drainage. H. P. Jacx, M.D., Hornell, N. Y. 
aged of the American Medical Association, April 
27, 3 


Jack describes an adaptation of the use of the Murphy 
button, one half of which is inserted into the end of a 
large rubber tube, the rubber end surrounding the button 
closely about its shank. The other half of the button, sur- 
rounded down to its shank by a soft rubber ring, if desired, 
so that it will not cut through too quickly, is placed inside 
the bladder through a small slit. The bladder tissues are 
brought firmly about the shank of this half of the button, 
and the two halves are pushed closely together. This gives 
a perfect joint and enables one to use his drain as much 
or as little as he pleases. If not satisfied as to the perfect 
drainage, another and smaller tube may be introduced 
inside of the larger one, clear to the bottom of the bladder. 
Forty-eight hours after this operation, which is usually 
performed under local anesthesia, quinin and urea hydro- 
chlorid, four-hour washings of the bladder are begun. He 


-has used this technic in ten cases of prostatectomy with 


utmost satisfaction, and it has saved much suffering to the 
patient. He has never used the rubber ring suggested. 
The button has always remained in the tissues without 
cutting, for two wéeks. Should it be desired to keep the 
button in place for a much longer period, the use of the 
ring is obvious. The incision into the bladder may be of 
sufficient length to allow search for, and removal of, 
stones which is imperative. 


The Mechanism of Obstruction in Prostatic Adenoma. 
A. Hyman, M.D. Annals of Surgery, April, 1918. 


The obstruction to the outflow of urine in cases of 
lateral lobe enlargement is potential, and regularly due to 
blockage of the urethra by the lateral lobes during efforts 
of forced urination. 


SEPTEMBER, 1918, 
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A Practical Consideration of Urethral Stricture. CLar- 
ENCE Martin, M. D., The Urologic and Cutaneous Re- 
view, July, 1918. 


Modern and well executed treatment of gonorrhea is 
prophylactic of stricture. 

Easily 95 per cent. of strictures may be treated by dilata- 
tion. 

Gentleness and deftness are absolutely essential in their 
management. 

Through anesthesia and lubrication, coupled with pa- 
tience, succeed in most “impassable” strictures. 

Undilatable and resilient strictures, and urinary infiltra- 
tion, abscesses and fistulae demand urethrotomy. 

Where urethrotomy is held necessary, the combined in- 
ternal and external operation, employing the Maisonneuve 
urethrotome for the former purpose, is best. 

Any stricture that will permit the passage of a filiform, 
may be subjected to an internal urethrotomy with the 
Maisonneuve. 

External urethrotomy without a guide is very, very 
rarely necessary. 

In no other department of surgery is there greater need 
for skill, experience and thorcugh training as in this. 

Let a urethrotomy be done only when simpler measures 
fail, and let a trained urologist be judge. 


The Essentials of Success in Prostatic Surgery. 
Ernest M. Watson, S.M., M.D. The Canadian Med- 
ical Association Journal, April, 1918. 


There has been a notable reduction in the mortality fol- 
lowing prostatectomy in the hands of competent surgeons 
and this has been due to improvement in operative technic, 
but in a much greater degree, to the careful study of the 
individual patient and the determination of his physical 
condition by the recent clinical and laboratory methods. 

The first essential, obviously, is to arrive at a correct 
diagnosis of the nature of the obstruction. The next step, 
and perhaps, the all-important one, is the ascertaining of 
the exact physical status of the patent; this goes hand in 
hand with the requisite, proper preliminary treatment. 
Here, much can be gained by a study of the capacity of 
the kidneys to excrete dye and by an examination of the 
blood for retention products of nitrogeneous wastes. The 
third point of importance is the selection of the proper 
time for operation. One should defer operation upon cases 
in which there is marked cardiovenal involvement or in 
which there is epididymitis or pyrexia. 

_For the general operator the suprapublic route of opera- 
tion is safest; in the hands of trained, experienced sur- 
geons, the plirneal route gives a lower mortality. Watson 
quotes the latest figures of Young. 

_ The post-operative care of prostatectomized patients 
is not difficult but calls for no relaxation of the vigilance 
and skill required during the entire course of care of 
these cases. Hemorrhage, acute retention, epididymitis, 
and thrombosis, though not frequent as post-operative 
sequelz, occur even under the best possible care. They 
should be met with promptly and rigorously. 


Surgical Treatment of Epididymitis. _R. L. Coox, San 
Antonio, Journal American Medical Association, 
April 6, 1918... 


Cook, considering only subacute and acute gonorrheal 
epididymitis, on the basis of his experience with 276 pa- 
tients since entering on his work at Fort Sam Houston, 
combats the upholders of non-operative treatment in this 
disease. The almost immediate relief from pain, which 
follows operation, would alone justify it, and the begin- 
ning hydrocele which accompanies it is also relieved. He 
concludes also that the operation and discharge of pus 
which occurred in 33 of his cases is more apt to save the 
function of the organ, than are palliative measures. The 
teaking up of the adhesions to the parietal layer of the 
tunica vaginalis is most essential, and is best done with 
the finger and a piece of gauze. Any lymph collecting 
between the layers of the tunica vaginalis should be re- 
moved with the gauze! ‘He describes the technic of the 
Operation, which should be done in all cases, and says he 

s had only one case, not attributable to gonorrhea. His 
results have been uniformly favorable. 


Dislocation of the Knee. R. S. Fercuson, M.D., New 
York. Journal of the American Medical Association, 
April 27, 1918. 

Ferguson finds that dislocations of the knee comprise 
only about 1 per cent. of all dislocations, and outward dis- 
locations are exceeded in rarity only by inward disloca- 
tions and the dislocations by rotation. Dislocation of the 
knee outward occurs in about 0.2 per cent. of all cases of 
dislocation. He reports a case of a young German, who, 
while crossing a dark road, was struck from the right side 
by an automobile. The bumper of the car hit the patient 
just above the knee joint, while the foot was fixed on the 
ground. On admission to the hospital, the patient com- 
plained of great pain and was unable to carry out any vol- 
untary motion of the leg. The lower leg was abducted 
from the knee about 10 degrees from a straight line, ro- 
tated outward about 20 degrees, and in complete extension, 

“The internal condyle of the femur was seen to project 

under the skin on the internal aspect of the knee. The. 

patella occupied a vertical position on the lateral aspect 
of the external condyle. The external tuberosity of the 
tibia was displaced outward and backward. The internal 
tuberosity was occupying a position in line with the exter- 
nal condyle of the femur, and was displaced slightly in a 
forward direction. On palpation, the entire internal con- 
dyle and the intercondylar groove of the femur could be 
felt. The patella was absent from its normal position, and 
could be felt in a vertical plane on the lateral aspect of the 
external condyle of the femur. The entire external articu- 
lar surface of the tibia could be palpated, even to the spine 
separating the two articular surfaces on the head of the 
tibia. The articular surface of the external condyle of the 
femur and of the internal articular surface of the tibia 
exactly coincided. The patient was unable to carry out 
any voluntary motion of the leg. Passive motion and even 
light palpation caused exquisite pain.” Reduction was 
done under chloroform. The leg was flexed completely at 
the knee and at the hip. After flexing, the lower leg was 
internally rotated, traction was made on the head of the 
tibia, and the leg was extended. After extension the patella 
was easily slipped back into its normal position. A light 
splint was applied to prevent abduction and keep the leg 
in extension. After four days a light plaster splint was 
put on to immobilize the joint. After one week’s time it 
was split into anterior and posterior splints, and.the knee 
massaged three times a day. The author gives his theory 
of the etiology and describes his experiments on a cadaver, 
and the findings on its dissection. He concludes that in- 
complete traumatic dislocation of the knee outward may 
follow abduction at the knee without rotation of the lower 
leg. This causes an obiique tear in the internal lateral 
ligaments and joint capsule, extending from the posterior 
border of the internal condyle of the femur to the lower 
pole of the patella, with rupture of the anterior crucial 
ligament. The outward rotation of the leg seen in the 
cadaver when the dislocating force was pure abduction, 
seems to result from the action of the untorn posterior 
crucial ligament. To conserve the posterior crucial liga- 
ment and other untorn ligaments the mechanism of reduc- 
tion should be by flexion of the hip and knee, combined 
with the necessary amount of inward rotation. This may 

a followed by full extension and immobilization of the 

eg. 


Blue Sclerotics with Brittle Bones. J. B. Harvig, Al- 
bany. Albany Medical Annals, May, 1918. 


Harvie describes two cases of this rare malady. The 
first was a boy five years old, who, in his short lifetime, 
had six fractures of the long bones. He also had blue 
sclerotics. The boy’s mother and one brother also had 
blue sclerotics and multiple fractures. The second case 
was a woman, 42 years of age, who had suffered from 
numerous fractures and had blue sclerotics. There was 
no family history of the malady in her case. Harvie re- 
views some of the literature of this condition. While 
blue sclerotics were noted in 1841 by Ammon, the tendency 
for such patients to acquire fractures from comparatively 
slight trauma was first pointed out by Eddows in 1900; 
he also pointed out the hereditary nature of this condition. 
Conlon found that the x-ray hsowed enlarged medullary 
canals and clearly defined cortices, all bones showing lack 
of density and marked atrophy. 
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The Restoration and Repair of the Wound, Combating 
Contamination and Infection. Mayor GEORGE 
Crite, M-R.C., U. S. A. Surgery, Gynecology and Ob- 
stetrics; April, 1918. 

Choice of antiseptic methods in the period of contamina- 
tion. With adequate wound revision; physiologic rest for 
the wound and for the man; and good hospital care, what 
is the method of choice in: (1) fresh, superficial open 
wounds; (2) fresh deep wounds—such as compound frac- 
tures of the thigh; (3) in the midst of a deluge of pa- 
tients during heavy engagements; (4) when there is a 
shortage of surgeons. 

An open, fairly superficial wound without in accessible 
areas does admirably with normal saline, Carrel-Dakin, 
“b. i. p.,” eusol or electric light—perhaps best of all by 
the last named. A wound with deep injured areas will 
do well treated by the Carrel-Dakin method or “b. i. p.” 
In a great rush, “b. i. p.” is indicated. 

Choice of methods in the period of acute infection. 
With free incisions; the best posture and physiclogic rest 
what further treatment is indicated for: (1) accessible 
areas; (2) inaccessible areas; (3) in stress of work; (4) 
when nursing and professional staff are inadequate. 

If conditions permit, the best single treatment undoubt- 
edly is hot packs; in time of stress, “b. i. p.”; in deep 
wounds, dependent drainage; in quiet times, Carrel-Dakin. 
When the wounded come in waves, and surgeons and nurses 
are swamped, incision and “b. i. p.” give the best results 
to the greatest number per surgeon. But “b. i. p.” must 
be spread on thinly, not applied in masses, and the wound 
should not be sutured but should be lightly packed. 

Choice of antiseptic methods in the stage of healing. 
In accessible wounds, the best treatment consists. of sun- 
light or electric light, with eusol or Wright’s hypertonic 
solution, and hot packs applied for an hour night and 
morning. In the absence of sunlight or electric light, 
however, use a protective dressing. In deep inaccessible 
areas—granting always dependent drainage and physiologic 
rest, use “b. i. p.,” or instead of drainage pooling with 
Carrel-Dakin. It must be remembered that owing to the 
lack of dependent drainage, if Carrell-Dakin goes wrong 
it goes badly wrong. 

Meaning of physiologic rest. Physiologic rest implies 
no irritating dressings, comfortable position, no compres- 
sing bandages, no painful handling, even and balanced 
muscular pull, no accumulation of wound discharges, ap- 
paratus that will permit necessary moving about in bed 
without breaking physiologic rest. 


Reconstructive Surgery in War Time. F. C. Kipner, 
M.D., (Detroit), England. Journal of the American 
Medical Association, April 27, 1918. 


Kidner describes the methods of reconstructive surgery 
used in the Shepherds Bush Orthopedic Hospital for sol- 
diers, one of fifteen or twenty orthopedic hospitals organ- 
ized and supervised by Dr. Sir Robert Jones. Fundamen- 
tally both the problems and the methods of treatment are 
the same, he says, as those of orthopedic surgery in civil 
life, but in details they are radically different. This is 
due to several factors. first among which, stands sepsis. 
Nowhere in private life do we meet such persistent and 
severe sepsis as is seen among the wounded soldiers. Sec- 
ond in importance comes scar tissue, and third, the crip- 
pling is often so severe and widespread that difficult prob- 
lems of judgment arise. The greatest number of cases are 
those that involve bone injury, and fixation in perfect 
position is imperative. After fixation, thorough and com- 
plete drainage and counter drainage are the most important 
measures. Carrel’s technic is useful but not infallible. 
The Thomas knee splint is specially mentioned as being 
adapted to: these cases. With proper fixation and satis- 
factory drainage it is found that sepsis clears up, and that 
union in good pqsition is obtained. The second great class 
of bone injurics are badly united or ununited fractures. 
with discharging sinuses, due to necrotic bone. Some of 
them have never been properly treated, and in others 
proper treatment has failed on account of the exigencies 
of military service. The removal of sequestrums must 
be done with careful aseptic treatment and thorough dry- 
ing and cleaning of the whole wound. In treating the 
joint that stiffens during the treatment of fractures the 


problems are the same as those seen in civil life, but they 
are aggravated by the attempts to mobilize them often 
causing a flaring up of the original sepsis. Experience has 
shown that it is rarely safe to use force on such joints, 
and it is kest to depend on massage and exercises. The 
second class of nmrmly united deformed fractures almost 
invariably can be improved, and the keynote of treatment 
is thorough breaking up of the vicious union, and malding 
the fragments gradually into proper position. The opera- 
tions may be difficult and tedious but are worth while. 
The joint injuries and infections are those of civil life 
exaggerated. Where there has been large destruction of 
bene, bone transplantation is invaluable. Most of the gun- 
shot wounds of the joints come to the hospital after thor- 
ough operation at the front. In the simple penetrating 
wounds the joints have often been closed tight, and gener- 
ally do well if the closure is permanent. Even when 
drained joints become permanently stiff, they are more 
useful than an amputated limb. Mobilization of stiff joints 
still presents many problems, but the vast majority can be 
brought to a useful range of motion. Kidner lays down 
the following rules: The painful, sensitive joint, should 
be absolutely rested and not moved; improvement of 
muscle tone is called for here; a painless stiff joint should 
be treated with a minimum of trauma; gradual progressive 
force applied over a long period accomplishes more than 
sudden manipulation; and lastly, stiffness in bad positions 
should always be corrected, so that if the patient is to have 
permanent loss of movement he shall have a useful limb, 
In nerve injuries connective tissue formations cause most 
serious difficulty. Scar tissue around bone, muscles and 
nerves, when it interferes with motion should be excised 
as widely as possible and the fresh tissue brought to- 
gether, taking care that there is no latent infection. It is 
impossible to say how long this may exist. Peripheral 
nerve injuries are very common in war wounds and are 
of all types. A careful review of nerve and muscle anat- 
omy will be of the greatest value to any surgon who has 
to treat war wounds. Complete lesions of nerves due to 
any cause must be explored and sutured, resected or 
cleared. The technic of nerve suture should be as simple 
as possible. In general the results are very encouraging, 
but success is dependent on early operation, and careful 
electrical after-treatment. Kidner says that the orthopedic 
hospitals in England have caused the rehabilitation of 
thousands who before this war would have been discarded 
as crippled. 


The Importance of the Workingman’s Hand and Its 
Treatment When Involved in Sepsis. Epwarp H. 
Ristey, M.D., F.A.C.S., Interstate Medical Journal, 
April, 1918. 

The great importance of considering the septic hand 
from an economic point of view from the very start of 
the infection till the man is back at work again. 

The great importance of bed treatment for every case 
of septic hand or hand infection. ; 

The reduction in the number of secondary operations 
necessary when this method is carried out and the longer 
course of treatment necessary even when under the most 
ideal out-patient or ambulatory treatment. 

The general treatment should not be neglected. 

Splints should always be employed at the very onset of 
every finger or hand infection. 

Edema of the dorsum is a very common sign, but more 
often it is an accompaniment of palmar pus than an indi- 
cator of a dorsal focus. 

Some degree of lymphangitis is found present in prac- 
tically every case if looked for early enough. f 

Of the two forms of inefficient surgery “cutting bone 
is far more dangerous than the so-called medical inci- 
sion, which often relieves tension and produces drainage 
enough to be helpful rather than otherwise. 

Lateral incisions are of the greatest value and less 
liable to open up uninfected tendon sheaths. 

The early establishment of passive motion and massage, 
especially to the unaffected parts of the hand, is of utmost 
importance in shortening the period of disability. 

Tendon involvement is by proper care preventable and 
is a far too common occurrence. 

Early plastic operations or amputations are desirable 
after a thorough preparatory course by Zander treatment. 
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